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ABSTRACT

This project identifies the need for school-based mental health interventions that
address the emotional, psychological, and social challenges that accompany childhood and
adolescent anxiety. A review of the literature demonstrated that, despite the existence of
“what works” criteria established through years of research, school-based mental health
initiatives aimed at addressing disorders like anxiety are falling short of desired outcomes.
Given the evidence that creative writing interventions such as bibliotherapy, expressive
writing, and therapeutic stories can have a significant impact on anxiety disorders and related
issues, this project endeavoured to synthesize the evidence and give practical use
recommendations for these techniques in a comprehensive teacher resource booklet. Future
recommendations involve the need for educators and mental health professionals to consider
schools as viable alternatives to traditional treatment delivery settings. Additionally,
universal, preventative, evidence-based approaches that follow the established criteria of
“what works” should be implemented to ensure program and intervention effectiveness.
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CHAPTER ONE: INTRODUCTION

Educators in Canada today have an astonishing task set before them in teaching
children and adolescents, as “teaching” has evolved to become far more than just conveying
curricular information. From dealing with increased responsibilities both inside and outside
of the classroom, to sorting class sizes, to funding cuts and fiscal restraints, all while
providing meaningful, individualized learning opportunities for the 21st century tech-savvy
students that fill their classrooms, the challenges that face qualified teachers are as numerous
as they are diverse. These tasks sometimes require a balancing act across priorities.
In the last decade or so, Canadian teachers have furthermore been tasked with
addressing mental health issues in their classrooms, as emotional, social, and behavioural
disorders have continued to emerge as disruptions to student learning and development.
Among the most prevalent of the mental health diagnoses for Canadian youth is anxiety and
its related disorders. Anxiety strikes a chord with me on a very personal level and represents
the motivation behind this project.
I was diagnosed with anxiety in my early 20s, but, when I consider the things I
experienced in my childhood and adolescence, I feel I’ve struggled with anxiety since I was a
child. Having anxiety certainly has not made it easy to conduct myself in a “normal” manner,
according to social standards, and, indeed, it has caused me a great deal of difficulty during
my elementary and high school days. Being diagnosed has allowed me to understand the
psychology behind a lot of my behaviours – my numerous phobias, my extreme and crippling
fear of rejection and exclusion, and the mind-racing, emotional roller-coaster ride beyond just
developmental hormones that reduced me to tears on a regular basis. My diagnosis has
additionally caused me to develop a deep sense of empathy for people, especially children,
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who are struggling in the grips of this intense mental health disorder. Anxiety puts fear in the
driver’s seat of your life, placing you as the passenger along for the bumpy, terrifying ride.
I am also a certified teacher, very familiar with the multitude of responsibilities
having that title carries. I work with severely disadvantaged students who belong to a
population for whom mental health disorders are an unfortunate reality and are highly
prevalent. I have experienced first-hand the hurdles that students who are mentally ill face
when it comes to learning, and the lack of support that exists for teachers like myself who are
tasked with addressing such challenges. This project is therefore based on the increasing
demand for mental health disorders like anxiety to be understood by classroom teachers, and
addressed in a manner that is helpful, empathetic, and supportive to students. As I am well
aware, children don’t just grow out of anxiety. I was never taught the skills I needed to cope
with my anxiety, and my symptoms have intensified. Through this project, I hope to
highlight not only the need for school-based mental health programs, but also techniques that
will enable teachers to lessen the detrimental impact mental health disorders like anxiety can
have on their students.
Purpose of the Project
The purpose of this project is to understand how creative expression like story writing
can help alleviate the emotional, psychological, and social challenges that accompany
childhood and adolescent anxiety disorders that are currently not being addressed
comprehensively in Ontario classrooms. The following research questions inform this
project:
1. What are the emotional, psychological, and social (EPS) challenges that typify
childhood and adolescent anxiety disorders?
2. What school-based approaches are currently being used to address anxiety?
3. How effective are these current school-based approaches in addressing anxiety?
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4. How can creative expression through story-writing and other forms help alleviate
EPS challenges?
The intent of this project is to investigate research in the field of childhood and adolescent
anxiety as it pertains to school-based interventions and to provide a classroom resource for
teachers that describes creative expression approaches they and their students can use to
address anxiety-related EPS challenges.
Understanding Anxiety Disorders
Anxiety disorders in children and adolescence are typically defined by criteria
identified by the Diagnostic and Statistics Manual of Mental Disorders (DSM-5, American
Psychiatric Association [APA], 2013; Cohen, Mychailysyzn, Settipani, Crawley, & Kendall,
2011). While it has proven challenging to appropriately diagnose anxiety disorders in child
and youth populations due to common overlap in symptomology, multiple and disparate
theoretical frameworks, and a lack of empirically derived assessment instruments (Cohen et
al., 2011; Spence, 1998), childhood and adolescent anxiety disorders typically involve
problematic, cyclical thinking that causes distress (Cohen et al., 2011). According to the
latest version of the DSM – the DSM-5 – anxiety disorders share among them fear or anxiety
that is considered excessive, and consequent behavioural disturbances that accompany such
fears (APA, 2013). Typically, the fear or anxiety, in addition to being disproportionate, can
endure beyond normative developmental stages – the DMS-V qualifies this persistence as
lasting 6 months or more (APA, 2013). Although fear or apprehension is the dominant
characteristic among all anxiety disorders, there are an additional four persistent types of
symptoms that can overlap across them, including recurrent thoughts, intrusive images,
physical symptoms, and avoidance (Cohen et al., 2011). Each particular type of anxiety
disorder is differentiated by how the fear, anxiety, or avoidance is provoked by various
objects or circumstances (APA, 2013). The anxiety disorders found to be most prevalent in
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child and adolescent populations include: separation anxiety, specific phobias, overanxious
disorder, social phobia, panic disorder, and generalized anxiety disorders (GAD)
(Merikangas, Nakamura, & Kessler, 2009).
Types of Anxiety Disorders
In their review of child and adolescent mental disorders across the world,
Merikangas, Nakamura, and Kessler (2009) reported that anxiety disorders were the most
common conditions in children and adolescents, with estimated prevalence rates anywhere
from 2 to 24 percent for the general population. They compared the findings of five
international epidemiologic surveys from the last decade, which compiled data for close to
20,000 children and adolescents. They found differential peak periods of onset for subtypes
of anxiety disorders as:
separation anxiety and specific phobias in middle childhood; overanxious disorder
(OAD) in late childhood; social phobia in middle adolescence; panic disorder in late
adolescence; GAD in young adulthood; and OCD [Obsessive-Compulsive Disorder]
in early adulthood. (Merkikangas et al., 2009, p. 5)
Although the term “overanxious disorder” for childhood or adolescent anxiety disorder is
now infrequently used and has generally been subsumed under “generalized anxiety
disorder,” the peak commencement periods described by Merikangas et al. (2009) are a
useful means for discussing disorders.
Separation Anxiety Disorder (SAD). This anxiety disorder, unique among the group
due to its limitation to children and adolescents, involves anxiety surrounding separation
from attachment figures or places. This anxiety is excessive and beyond normative, given the
child’s age and developmental stage (APA, 2013; Crozier, Gillihan, & Powers, 2011). As a
result of SAD, children or adolescents may: (a) fear that harm will come to an attachment
figure or place, or that a negative event will occur that will cause separation; (b) refuse to
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attend school or other locations; (c) fear being left alone or left without a significant adult or
attachment figure at home or elsewhere; (d) be reluctant or refuse to sleep independently of
an attachment figure, including sleeping away from home; (e) have reoccurring separationthemed nightmares; and (f) repeatedly complain of physical ailments such as stomach- or
headaches when separation is anticipated or occurs (APA, 2013; Crozier et al., 2011). The
DSM-V considers a diagnosis of separation anxiety disorder to be warranted if children or
adolescents demonstrate three or more of these criteria persistently beyond 4 weeks, and the
symptoms are not developmentally appropriate for their age (APA, 2013; Crozier et al.,
2011). Estimated prevalence rates suggest 4% of children and 1.6% of adolescents suffer
from SAD. It is considered the most prevalent anxiety disorder for children and adolescents
(APA, 2013). SAD usually establishes itself in preadolescence after a significant change in
the child’s development or circumstances, with symptom onset severe (Crozier et al., 2011).
More females than males experience SAD (Crozier et al., 2011; Merikangas et al., 2009);
however, manifestations of SAD are particular to specific age groups, regardless of gender
(Crozier et al., 2011). For instance, children aged 5-8 are more likely to experience fears
about harm befalling themselves or attachment figures, bad dreams, and avoidance of school
(Crozier et al., 2011). Children aged 9-12 are more likely to demonstrate excessive distress at
the time separation occurs, while somatic symptoms and school avoidance are more typical
of adolescents (Crozier et al., 2011). SAD is highly comorbid with other anxiety disorders
(APA, 2013; Crozier et al., 2011), as well as with “all of the other major classes of disorders,
including mood disorders, disruptive behaviours, eating disorders, and substance use
disorders” (Merikangas et al., 2009, p. 12). One study conducted among clinical populations
reported a 41% comorbidity rate for children with SAD and at least one other anxiety
diagnoses (Crozier et al., 2011). In addition to comorbidity with other anxiety disorders,
negative long-term consequences for children and adolescents diagnosed with SAD have
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been well-documented, including academic issues, social isolation, personal adjustment, and
social and family issues (APA, 2013; Spence, 1998).
Specific Phobias. Among the most prevalent of the anxiety disorders that affect the
general population, specific phobias involve intense fears of particular objects or
circumstances (APA, 2013; Crozier et al., 2011). For children, a diagnosis is warranted when
the fear exceeds that which is typical of their developmental stage and causes significant
interference in daily life (Crozier et al., 2011). The most commonly feared objects or
situations include animals, heights, enclosed spaces, and darkness (Crozier et al., 2011).
According to the DSM-V, on average, approximately five percent of children and adolescents
suffer from specific phobias (APA, 2013). In some studies, anywhere from 64% to 72% of
children and adolescents presenting with a specific phobia had at least one comorbid
condition, such as an additional specific phobia, separation anxiety, or ADHD (Crozier et al.,
2011). Age of onset for specific phobias is typically 12 years of age or under; there are few
meaningful gender differences below 10 years old (APA, 2013; Crozier et al., 2011). Specific
phobias usually manifest themselves in children as crying, tantrums, freezing, clinging, and
general avoidance (APA, 2013). There is consistent evidence to suggest a relationship
between the anxieties of a mother and her child, in that children who fear a specific object
such as insects often have a mother who fears insects. Heritability, in conjunction with
temperament and modelling, may be partly responsible (Crozier et al., 2011).
Generalized Anxiety Disorder (GAD)/Overanxious Disorder (OAD). Excessive
worry that is persistent and uncontrollable characterizes both OAD and GAD. The excessive
worry must be combined with one of the following physiological responses to warrant a
diagnosis: (a) restlessness, (b) being easily fatigued, (c) difficulty concentrating, (d)
irritability, (e) muscle tension, or (f) sleep disturbance (APA, 2013; Cohen et al., 2011;
Costello, Egger, & Angold, 2005; Weems & Varela, 2011). One key to differentiating GAD

7

from other anxiety disorders is that the excessive worrying cannot be ascribed to another
psychological illness that may better explain the theme of the worry, and must be present for
a majority of time to which symptoms persist beyond six months (APA, 2013; Cohen et al.,
2011). For young people, the themes of the worry generally are centered on school
performance, health, or personal harm (Cohen et al., 2011).
Due to discrepancies in the literature about the exact nature, epidemiology, and
prevalence of GAD and OAD, and their overlap in symptomology with panic-related
disorders like posttraumatic stress disorder and obsessive-compulsive disorder, it is most
efficacious to discuss these disorders concurrently. Once described as “worries about the past
of future, concerns about one’s competence, need for reassurance, somatic symptoms, selfconsciousness, and muscle tension” (Costello et al., 2005, p. 642), OAD is now considered in
the literature to be synonymous with GAD (Beesdo-Baum & Knappe, 2012; Costello et al.,
2005; Weems & Varela, 2011). However, some researchers have highlighted challenges
resulting from this integration, such as imprecise prevalence estimates, a lack of clarity in
identification criteria that distinguishes between GAD and OAD, and difficulties generating
differential diagnoses that rule out other psychological disorders, like depression, which have
similar symptoms (Beesdo-Baum & Knappe, 2012; Costello et al., 2005).
There are conflicting data about the prevalence and age of onset for GAD/OAD. For
instance, Costello et al. (2005) report GAD and OAD are the most common diagnoses, but
that prevalence rates in their review were confounded by both the age of the subjects and the
time frame of the interviews. Their findings show GAD beginning earliest, with a median
onset age of 6 years (Costello et al., 2005). Cohen et al. (2011) also reported that GAD onset
occurs between childhood and mid-adolescence, but that onset may be difficult to ascertain
as symptoms tend to manifest slowly. In contrast, Beesdo-Baum and Knappe (2012) found
the prevalence of GAD as defined by the DSM-IV to be relatively rare in children. They also
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reported that onset risk for GAD begins in early adolescence, with “core onset risk periods in
later adolescent ages and into early adulthood” (Beesdo-Baum & Knappe, 2012, p. 463),
although childhood onset could occur. Merikangas et al. (2009) found GAD to be the most
prevalent anxiety disorder among young people, but uncovered separate onset age data for
OAD and GAD, with OAD occurring in late childhood and GAD in young adulthood.
Researchers point to problems with the DSM criteria as contributing to conflicting findings
with regard to GAD and OAD (Beesdo-Baum & Knappe, 2012; Costello et al., 2005).
There is significant overlap in symptoms among GAD, posttraumatic stress disorder
(PTSD), and obsessive-compulsive disorder (OCD), which led Cohen et al. (2011) to group
these disorders together. Since there is evidence that PTSD and OCD, as well as panic
disorders, are the least prevalent anxiety disorders among children and adolescents, with
typically later ages of onset (Beesdo-Baum & Knappe, 2012; Costello, et al., 2005;
Merikangas et al., 2009), they are discussed only briefly.
Obsessive-Compulsive Disorder (OCD). OCD involves both obsessions and/or
compulsions; the obsessions - or recurrent and persistent thoughts, impulses, and images that
cause undue stress - may occur with or without the compulsions - repeated, ritualistic
behaviours designed and performed to mitigate anxiety or distress. Obsessions must be
distressing, persist beyond one hour per day, and interfere with school, social, or family life
to warrant a diagnosis (APA, 2013; Cohen et al., 2011). Prevalence rates in recent studies of
child and adolescent populations are relatively low (half a percent to one percent for children,
four percent for adolescents; Beesdo-Baum & Knappe, 2012), with some evidence that OCD
is more common among males than among females (Beesdo-Baum & Knappe, 2012; Cohen
et al., 2011).
Posttraumatic Stress Disorder (PTSD). The hallmarks of PTSD include intense
fear, horror, or helplessness that develop in response to an experienced or witnessed trauma,
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where the event involved “actual or threatened death, serious injury or threat to the physical
integrity or self or others” (Cohen et al., 2011, p. 25). This response may manifest itself as
disorganization or agitation in youth (Cohen et al., 2011). To warrant a diagnosis of PTSD,
the event must be repeatedly re-lived, symptoms of avoidance and affect restriction must be
present that didn’t exist prior to the event, and increased arousal must be obvious (APA,
2013; Cohen et al., 2011). The behaviour must last for more than a month and cause
significant disturbance to normal areas of functioning (Cohen et al., 2011). PTSD is not
highly prevalent in child populations. Among adolescents, PTSD has been estimated at three
to six percent, up to 7.6 percent (Beesdo-Baum & Knappe, 2012; Cohen et al., 2011), with
symptoms beginning to emerge from adolescence to early adulthood (Beesdo-Baum &
Knappe, 2012).
Panic Disorder. Panic disorder is characterized by chronic, repetitive, and
spontaneous panic attacks, described as “brief periods of numerous physiological symptoms
accompanied by intense fear” (Crozier et al., 2011, p. 12). These symptoms include increased
heart rate or palpitations, sweating, shaking, gasping for breath or choking sensations, chest
pain, abdominal distress, feeling dizzy or faint, feeling detached from oneself, fear of losing
control, fear of dying, and hot or cold flashes (APA, 2013; Crozier et al., 2011). For an
overwhelming number of individuals, panic disorder is accompanied by agoraphobic
avoidance; they avoid situations where the event of a panic attack might confound any escape
(Crozier et al., 2011). Despite emerging evidence that children can experience panic attacks,
prevalence rates in childhood and adolescence are relatively low at one percent or lower and
two to four percent respectively (Costello et al., 2005; Crozier et al., 2011). Typically, the
onset of panic disorder-related symptoms is late adolescence into adulthood (Crozier et al.,
2011; Merikangas et al., 2009).
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Social Phobia. This anxiety disorder involves an extreme fear or discomfort in
generalized social settings or specific situations (Crozier et al., 2011). Fear of embarrassment
while engaging in social interactions is at the root of this type of anxiety, which is provoked
by the possibility of having one’s actions or anxiety symptoms scrutinized by peers (APA,
2013). The individual is afraid of being negatively evaluated, judged, or of offending others,
or being rejected, leading to avoidance of the feared social interaction or setting (APA,
2013). The social phobia must persist beyond six months and must considerably impair the
child’s social performance for it to be diagnosed (Crozier et al., 2011). In the general
population, prevalence rates of childhood social phobia have been reported anywhere from
1% to 6%, with high level of co-occurring anxiety diagnoses (Crozier et al., 2011). The
manifestation of social phobia in children, similar to specific phobias, typically involves
tantrums, crying, clinging to caretakers, and hiding (APA, 2013; Crozier et al., 2011). The
typical peak period of onset for social phobia is during middle adolescence (Merikangas et
al., 2009), with the median age at onset of 13 years in the United States. Seventy-five per
cent of individuals with social phobia display symptoms between the ages of 8 and 15 (APA,
2013). However, onset can also begin during early childhood, as a direct response to a
particularly humiliating experience, or be a subtle development over time (APA, 2013).
Social phobia has been connected to several long-term negative consequences in children and
adolescent populations, such as earlier substance use, an increased risk for substance abuse,
educational problems, and the potential to develop severe depression (Crozier et al., 2011).
Overview of the Project
This project highlights the important role mental health interventions and programs
delivered in school settings play in tackling the increasingly prevalent issue of childhood and
adolescent anxiety, and is related emotional, psychological, and social challenges. The first
chapter began with my motivation for this research. It then outlined the purpose of the project
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and described the current understanding of childhood and adolescent anxiety disorders.
Chapter Two summarizes the emotional, psychological, and social challenges that often
accompany childhood and adolescent anxiety disorders, and the effectiveness of schoolbased approaches that are currently being used to address them. It examines how creative
expression through strategies such as story-writing and other forms can help ease anxietyrelated emotional, psychological, and social consequences for school-aged children and
youth. Chapter Three provides a teacher resource booklet that synthesizes the evidence base
and resources for using school-delivered approaches centred on creative expression
techniques. Finally, Chapter Four makes recommendations for school-based mental health
approaches based on reflections of what hasn’t worked in the past.
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CHAPTER TWO: LITERATURE REVIEW

For two decades, researchers have been documenting the detrimental effects that
anxiety disorders have on child and adolescent development and performance. Anxiety is the
most commonly diagnosed mental health issue among children, with estimated prevalence
rates at 15% to 20% for children and adolescents from Western countries (Beesdo-Baum &
Knappe, 2012). For 8%-12% of children and adolescents, their symptoms are sufficiently
severe to impact daily routines (Beesdo-Baum & Knappe, 2012; Spence, 1998). Anxiety
disorders have been linked to a variety of challenges in the lives of young people, including
negative social and academic consequences and problems with personal adjustment (Spence,
1998). In particular, the manifestations of anxiety disorders among children can have
deleterious and long-term consequences on age-related behavioural development and
socialization (McKay & Storch, 2011). Moreover, recent findings support the contention that
childhood anxiety is not transient, and, if left untreated, can develop into full-blown anxiety
and other disorders persisting into later adolescence and adulthood (Beesdo-Baum &
Knappe, 2012; Cartwright-Hatton, McNicol, & Doubleday, 2005; Spence, 1998). For
instance, it is common for anxiety experienced in childhood to exert a “load” that influences
the development of secondary psychopathologic conditions anywhere from other anxiety
disorder subtypes, major depression, substance dependence, and suicidal ideation, to
scholastic underachievement and early parenthood (Beesdo-Baum & Knappe, 2012). Due to
the consequences that anxiety disorders can have on children and adolescents who experience
them, it is imperative that those tasked with shaping childhood development – teachers,
educational staff, and school administrators – acquire a deeper understanding of the breadth
of childhood anxiety and the emotional, social, and behavioural challenges that anxious
children and adolescents face.
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Consequences of Anxiety
As the most diagnosed subtype of mental health illnesses among children and
adolescents, anxiety disorders have the capacity to interfere with emotional, psychological,
and social functioning (McKay & Storch, 2011; Reinke, Stormont, Herman, Puri, & Goel,
2011; Spence, 1998).
Emotional Functioning
One important developmental process that emerges through middle childhood and
adolescence is emotional awareness. There is evolving evidence that suggests deficits in
emotional regulation and child and adolescent psychopathology are linked (Hannesdottir &
Ollendick, 2007; Kranzler et al., 2016). “Emotions organize much of a child’s experience and
behaviour, and are central to most relationships” (Langlois, 2004, p. 315). Emotions
influence how individuals respond to their world behaviourally and provide information
during social interactions. Being adept at controlling one’s emotions increases one’s
adjustment, as it proliferates one’s ability to be flexible in novel situations, a highly valued
trait in today’s world (Hannesdottir & Ollendick, 2007).
Emotion and emotion regulation that vary by individuals begin to surface in early
childhood (Hannesdottir & Ollendick, 2007), becoming more refined through middle and late
childhood into adolescence, as individuals develop more complex emotional vocabularies
and metacognitive capacities (Kranzler et al., 2016). For anxious children, however, these
processes become maladaptive and interfere with functioning such that their capacity for
“interpersonal relatedness, prosocial initiative, personal assertiveness, sympathy towards
others, and other indicators of successful functioning” (Hannesdottir & Ollendick, 2007, p.
278) is significantly limited. To this end, these children exhibit low emotional awareness, and
therefore have limited skills to manage their emotions and access information with regards to
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negative affect, contributing to symptoms of both depression and anxiety (Hannesdottir &
Ollendick, 2007; Kranzler et al., 2016).
Indeed, clinical observations of children and adolescents with anxiety routinely
indicate these youth report experiencing intense, unpleasant negative emotions and prolonged
feelings of distress that are difficult to quell (Carthy, Horesh, Apter, Edge, & Gross, 2010;
Suveg & Zeman, 2004). These observations, coupled with an emerging understanding of how
health development is influenced by emotion regulation and awareness, have led to the
generation of “models that suggest anxious individuals suffer from both greater negative
emotional reactivity and deficits in emotion regulation” (Carthy et al., 2010, p. 384;
Hannesdottir & Ollendick, 2007; Suveg & Zeman, 2004). For example, findings from studies
of anxious individuals show that the negative emotional hyperactivity they experience –
dysregulated feelings of worry, sadness, and anger – demands down-regulating on a more
frequent and intense basis than for their non-anxious counterparts (Carthy et al., 2010; Suveg
& Zeman, 2004). Additionally, flexible control of attention, thought to be a critical
component of emotion regulation, is more difficult for anxious children, according to
findings from self-report studies (Carthy et al., 2010).
In essence, emotional hyper-reactivity, or extreme and recurrent adverse emotive
responses to perceived threat, is thought to result from biased threat-related information
management that is characteristic of children, adolescents, and adults with anxiety (Carthy et
al., 2010). This condition makes effective cognitive regulating strategies like reappraisal – reinterpreting a situation or stimulus that evokes an emotional response in a non-threatening
way – more challenging to employ for anxious individuals (Carthy et al., 2010). However,
anxious children have been found to be equally able to use reappraisal when compared with a
non-anxious group, but used reappraisal less frequently in everyday life (Carthy et al., 2010).
The explanations for low-frequency use of reappraisal by anxious children in this study
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included the potential increased intensity of emotional distress in real-life situations that
might thwart reappraisal use in exchange for avoidance or distraction tactics, a lack of
internal cues that would elicit reappraisal, and a lack of regulation self-efficacy (Carthy et al.,
2010). These findings align with the results from similar studies that found the difficulties
anxious children demonstrated in managing negative affective responses were potentially due
to response intensity and low arousal regulation self-confidence (Suveg & Zeman, 2004).
Psychological Functioning
A key component of psychological functioning is self-esteem. Self-esteem is a
childhood developmental construct generally thought to encompass self-efficacy and selfconfidence (Rawson, 1992). It develops gradually and becomes more differentiated as
children interact with their surroundings (Rawson, 1992). In this way, self-esteem can impact
personal achievement, goal acquisition, social interactions, and mental health (Rawson,
1992).
A well-established link between self-esteem and psychopathology exists in the
research on mental health disorders (Leeuwis, Koot, Creemers, & van Lier, 2014; van Tuijl,
de Jong, Sportel, Hullu, & Nauta, 2011). Self-esteem decreases over time with the presence
of anxiety disorders, and therefore represents one of several long-term consequences of
untreated anxiety (Carthy, Horesh, Apter, Edge, & Gross, 2010; Rawson, 1992). In a sample
of children whose behavioural problems were interfering with their learning, Rawson (1992)
found that a significant negative correlation existed between self-esteem and anxiety.
More recent theories of self-esteem consider implicit (or automatic) and explicit (or
controlled) systems to be the underlying processes in self-appraisal (Leeuwis et al., 2014; van
Tuijl et al., 2011). Discrepancies between implicit and explicit self-esteem indicate an
inconsistent view of self. These discrepancies are maladaptive, can lead to distress and
maladjustment, and have been linked to the development of internalizing problems such as
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anxiety (Leeuwis et al., 2014). Similarly, low self-efficacy tends to be associated with
childhood anxiety (Suveg & Zeman, 2004). This low belief in one’s abilities to succeed in
various situations (Bandura, 2010) might account for the tendency of anxious children to
withdraw from or avoid situations that provoke emotional responses (Suveg & Zeman, 2004).
Self-efficacy and self-esteem deficits, in turn, can significantly influence anxious
children’s behaviour in social environments, and can have deleterious effects on their social
functioning. For instance, self-efficacy is generally a better predictor of social anxiety than
expectations about outcomes with regard to situational interactions with friends and
strangers, suggesting that children’s social anxiety is significantly impacted by their
confidence in their functioning (Kingery, Erdley, Marshall, Whitaker, & Reuter, 2010).
Evidence from several studies reviewed by Kingery et al. (2010) demonstrates that, as an
anxious child’s self-esteem decreases, so does his or her social performance self-efficacy,
when opportunities to interact with peers and practice social skills are limited due to
avoidance-related anxiety. For youth experiencing high levels of anxiety, their symptoms are
exacerbated by their poor social skills, as they are typically not liked by their peers and
struggle to make close friends (Jacob, Suveg, & Whitehead, 2013; Kingery et al., 2010).
Social Functioning
In addition to impacting child and adolescent self-efficacy and self-esteem, anxietyrelated emotion regulation deficits can negatively influence social functioning. As
demonstrated in Kingery et al.’s (2010) review, youth with anxiety disorders experience both
emotional and social difficulties. These impairments are likely to exacerbate behavioural
deficiencies linked to anxiety disorders and interrupt developmental milestone achievement
(Jacob et al., 2014). Research has discovered an association between emotion-related
variables and markers of social performance (Jacob et al., 2014; Kingery et al., 2010), such
that high levels of emotion regulation have a positive effect on social functioning (Jacob et
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al., 2014). Conversely, problematic emotion regulation strategies are related to numerous
maladaptive social consequences; children who exhibit avoidant cognition, self-reprimand, or
projection of negative feelings onto others regarding an emotionally arousing experience are
more likely to experience peer victimization, loneliness, and other social problems (Jacob et
al., 2014). There is additional evidence to suggest that popularity and strong relationships
among peers are significantly related to the expression of affect, whether positive or
negative, in children (Jacob et al. 2014). These and other similar findings that show peer
challenges are likely to persist in the presence of maladaptive emotion-related skills underlie
the importance of understanding the role that emotional function plays in social competence
(Jacob et al., 2014; Kingery et al., 2010), since the negative social consequences of
displaying symptoms of anxiety can impact the quality and frequency of interactions and
relationships with peers.
The significance that peer acceptance, friendship, and victimization have to
adjustment is also evident from the research. A number of studies have linked these peer
experience variables to loneliness, depression, self-esteem, school-related deficits and
absenteeism, and even adulthood relationships and mental health (Kingery et al., 2010).
While the directionality of the link between peer relationship challenges and anxiety is
unclear, anxiety both affects, and is affected by, peer interactions (Kingery et al., 2010). In
terms of social competence, or the abilities that assist an individual to effectively generate a
desired social response, a combination of behavioural, emotional, and cognitive skills are
required than are often underdeveloped in anxious youth (Kingery et al., 2010). This lag in
competency between children and adolescents with anxiety and their peers can exclude them
from experiencing the positive aspects of friendship and peer interaction, such as validation,
intimacy, and companionship (Kingery et al., 2010). For the anxious and behaviourally
inhibited child, in that cognitive distortions and deficits in social-information processing
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combined with symptom display decrease his or her ability to participate in positive social
interactions, the unfortunate likelihood that he or she will be mistreated by peers inevitably
increases.
From Kingery et al.’s (2010) review, which sought to integrate findings of studies
that explored the challenges that characterize the peer relationships of anxious and socially
withdrawn youth from clinical and developmental psychology fields, several conclusions can
be drawn about the impact anxiety has on peer functioning. First, in normative samples: (a)
social anxiety was associated with peer acceptance, friendship quantity, and quality; (b)
physical (overt) and psychological (relational) victimization increased social anxiety, with
relational victimization a salient predictor of social anxiety; and (c) high levels of social
anxiety were related to poor social skills, negative outcome predictions, and low levels of
self-efficacy (Kingery et al., 2010). Second, although research was more limited among
children and adolescents with diagnosed anxiety disorders, clinically anxious youth: (a)
experienced less peer acceptance, had fewer friends, felt less popular and more disliked by
others, had lower quality friendships, and interacted with peers less frequently and less
positively; (b) were more likely to be victimized by peers if they had OCD or social anxiety;
and (c) lacked appropriate social skills, engendering a negative outlook regarding social
outcomes and their ability to socialize (Kingery et al., 2010). For anxious youngsters, their
observable struggles with emotion regulation, their tendency to express negative affect, and
their avoidant, reserved, or incompetent proclivities might result in them being teased,
rejected, disliked, and stigmatized by their peers (Jacob et al., 2014), and ultimately bullied
(Craig, 1998; Kaltiala-Heino, Rimpela, Rantanen, & Rimpela, 2000).
The relationship between expressions of negative affect and peer bullying
victimization, defined as repeated and specific overt or relational victimization by peers, has
been demonstrated frequently by research findings among school-aged populations since the
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1990s (Jeong, Davis, Rodriguez, & Han, 2016). “Loneliness, sadness, aggression, depression,
and anxiety have been identified as factors of bullying victimization” (Jeong et al., 2016, p.
1692). Demonstrations of these emotional states, which make individuals more apt to be
cautious, sensitive, reserved, and less self-assured, indicate feebleness and make choosing a
victim easier (Craig, 1998; Jeong et al., 2016).
Treatment of Anxiety
A majority of children and adolescents who present with anxiety do not receive
treatment, despite the prevalence of anxiety disorders among this population (Cobham, 2012;
Kazdin & Rabbitt, 2013; Neil & Christensen, 2009; School-Based Mental Health and
Substance Abuse Consortium, 2013). As of 2009, only half of the youth with mental health
diagnoses in the United States received treatment; of that half, it was usually only the most
severe cases receiving treatment (Merikangas et al., 2009). In a US sample of 3024 8- to 15year-olds examined by the National Health and Nutrition Examination Survey staff from
2001 to 2004, only 32.2% of those who had an anxiety disorder sought care ̶ seeing a mental
health professional at a hospital, clinic, or office ̶ representing the lowest treatment rate of
the DSM-IV-defined disorders examined in the study (Merkangas et al., 2010). Concurrently,
in Canada, it is estimated that as many as 75% of children with mental disorders do not
access targetted services (Centre for Addiction and Mental Health, n.d.). Other studies report
estimates of children diagnosed with anxiety who do not receive treatment as surpassing 80%
(Cobham, 2012). Of those children who do receive clinical treatment, many withdraw before
finishing, or simply fail to respond to the method utilized (Neil & Christensen, 2009). These
estimates, coupled with high prevalence rates of anxiety disorders among children and
adolescents, mean that reach has become a major challenge for researchers, treatment
outcome specialists, and clinicians (Cobham, 2012). The existence and availability of
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interventions that aim to treat youth anxiety disorders have become more necessary, and
consequently more challenging, in terms of anxiety treatment and prevention.
Obstacles to Treatment
There are several reasons for the high numbers of anxious youth not receiving
treatment. The stigma attached to seeking treatment for a mental health disorder often serves
as a strong deterrent for young people (Cobham, 2012; School-Based Mental Health and
Substance Abuse Consortium [SBMHSAC], 2012). Ethnic disparities also exist regarding
accessible mental health services, with certain minority groups having limited access (Kazdin
& Rabbitt, 2013). Additionally, available treatments can confound the situation for anxious
youth when they are provided after the adverse effects attributed to the illness have become
rooted and are difficult to reverse (Neil & Christensen, 2009). The school is one venue that
has offered promise in terms of addressing the issues associated with treating the increasing
numbers of youth diagnosed with anxiety disorders.
School-Based Approaches to Anxiety Disorder Treatment
Young people spend the better part of their day at school, which makes schools “a
natural and important venue for mental health service delivery” (SBMHSAC, 2013, p. 1).
Indeed, in a report published by the Mental Health Commission of Canada (2012) entitled
Mental Health Strategy for Canada, schools are given paramount importance in early
recognition of mental health issues, reducing stigma associated with these issues, and
promoting universal mental health. Other researchers concur with marrying mental health
literacy and education via school-based programming (Cobham, 2012; Johnson, Burke,
Brinkman, & Wade, 2016; Kutcher, Wei, & Morgan, 2015; Reinke et al., 2011). Schools are
excellent settings for targetting a wide array of young people at risk for developing mental
health issues at or before their full manifestations occur (Johnson et al., 2016; Kutcher et al.,
2015; Reinke et al., 2011). Since mental health literacy is paramount to improving mental
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health effects for both individuals and populations, and mental health disorders typically first
emerge during childhood and adolescence, mental health literacy needs to be an important
part of youth education programs to achieve more positive mental health outcomes for these
youth (Kutcher et al., 2015; Reinke et al., 2011).
Implementing research-driven programs in schools tackles the problem of service
reach. Traditional models of delivery for mental health services have involved face-to-face,
individualized sessions in a clinical setting, which can be resource- and time-intensive, thus
creating accessibility issues (Cobham, 2012; Kazdin & Rabbitt, 2013). It is estimated that
this personalized service delivery model reaches only about 18% of children with anxiety
disorders (Cobham, 2012). One of the biggest challenges for those who work with children
and adolescents is that a vast majority of them are not impacted by any type of treatment
(Kazdin & Rabbitt, 2013). Kazdin and Rabbitt (2013) proposed a wide range of nontraditional mental health intervention models, including school-based, that have a wide reach,
and are brief, minimal, and inexpensive, as goals for future consideration.
The school environment has become the most common venue for mental health
services (Atkins et al., 2010; Masia Warner & Fox, 2012; Merikangas et al., 2009; Miller,
Lean, Sweet, Moraes, & Nelson, 2013). In fact, as of 2003, 75% of children receiving
treatment interventions access these mental health services through the school system (Miller
et al., 2013). Schools offer an alternative to traditional mental health service venues
(SBMHSAC, 2013) with the potential for enhanced identification and real-world screenings
for disorders, and implementing interventions that are conceivably more generalized,
convenient to attend, low-cost, and non-threatening (Neil & Christensen, 2009; Masia
Warner & Fox, 2012; Miller et al., 2013). The school setting is widely considered as “having
unparalleled contact with youth and provide an opportunity to reach children and adolescents
who have previously been unidentified and untreated” (Neil & Chirstensen, 2009, p. 209).
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School-based interventions can mitigate the impact of stigmatization that can prevent
youth from seeking treatment (Atkins, 2010; Browne et al., 2004; Flett & Hewitt, 2013;
Hartman et al., 2013; Johnson et al., 2016; Leschied, Flett, & Saklofske, 2013; Miller et al.,
2013). Beginning almost a decade ago, the issues of social- and self-stigma in mental health
were identified by the Mental Health Commission of Canada as priorities for improving a
national dialogue with regards to mental illness (Leschied et al., 2012). In their synthesis of
reviews on effective mental health programs for school-aged children, Browne et al. (2004)
found that labelling was indeed a challenge for on-site, school-based services. However, a
balance between targetted and universal school-based mental health programs is most
beneficial for producing positive change (Weare & Nind, 2011) and reducing stigmatization.
Classroom or school-wide initiatives can provide a jumping off point for the development of
programs tailored to meet the needs of children with more severe symptoms (Atkin et al.,
2010). Integration rather than isolation of these two types of approaches is the key to
avoiding stigmatization (Atkins et al., 2010). Even a brief, single-session intervention in a
classroom or an auditorium setting aimed at reducing stigma among high school students can
significantly increase their mental health literacy, and reduce social distance and self-stigma,
an important result given the association between internalized, negative self-stereotypes and
treatment-seeking reluctance in youth with mental health concerns (Hartman et al., 2013).
Furthermore, research on child, adolescent, and young adult populations has revealed
an emerging, concerning trend that those young people prone to various types of
psychological distress tend to have a personality style described as “an extreme
unwillingness to let others know about their levels of distress” (Flett & Hewitt, 2013, p. 16).
These individuals conceal their flaws and mistakes in an effort to appear as close to perfect as
possible, no matter the cost. This disguised distress is more prevalent among young people
than the research suggests, and is the result of stigma and increased life stressors including
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pressures to be perfect (Flett & Hewitt, 2013). While Flett and Hewitt (2013) called for the
creation of a new role in Canadian schools – the school mental health counsellor/coach –
coupled with classroom and school-wide, multi-faceted interventions, they made reference to
the fact that even as few as six classroom lessons could impact stigma and personal levels of
performance. Other research has confirmed that school-based programs (either universal or
targetted) decrease the severity of stigmatization (Manion et al., 2012; Miller et al., 2013;
Neil & Christensen, 2009).
Additionally, school-based mental health interventions and programs have the
capacity to impact resource overuse, as the trickle-down effect of providing services that
address mental health challenges can mean less reliance by classroom teachers, for example,
on other school personnel for support (Miller et al., 2013). Suspensions and special education
referrals tend to be reduced when mental health services offered through the school exist
(Miller et al., 2013). Finally, positive impact on school climate has been noted, such that
mental health and wellness promotion within the school is facilitated; this positive school
climate can have an impact on all students (Miller et al., 2013; Weare & Nind, 2011).
School-based mental health interventions thus have the potential to minimize the barriers to
treatment seeking that exist.
Anxiety treatments offered in schools have the potential for success due to
transportability of, for example, cognitive behaviour therapy (CBT) programs, through
training of school personnel including social workers, psychologists, guidance counsellors,
and teachers (Fox, Herzig, Colognori, Stewart, & Masia Warner, 2014). Appropriate adult
staff involvement and adult-student mentoring-type relationships have been found to be
central components of mental health program delivery for school-aged children (Brown et al.,
2004). As Whitley, Smith, and Vaillancourt (2012) suggested in their review of educator
mental health literacy, “the role of schools, and specifically teachers, in the prevention,
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identification, and intervention of mental health difficulties among children and youth is
essential” (p. 58).
In fact, researchers have reported success from reviewing primary studies regarding
intervention strategies implemented by regular classroom teachers (Fox et al., 2014; Kutcher,
Wei, & Morgan, 2015; Fowler & Lebel, 2013). Kutcher et al. (2015) examined the impact of
a curriculum-based, teacher-delivered intervention called the Mental Health and High School
Curriculum Guide (The Guide) on secondary school students’ knowledge acquisition and
attitudes regarding mental health and disorders as a follow-up to a similar study. Students’
knowledge and attitude scores increased substantially from pre-test to post-test time periods,
and were maintained at the two-month follow-up. Similarly, Fox et al. (2014) reviewed five
school-based interventions evaluated in school-based trials implemented by both researchers
and school providers. While the authors reported mixed results with regards to the
efficaciousness of the interventions, overall there was support for delivering evidence-based
programming for anxiety-disordered youth in schools. Findings from two separate reviews on
programs aimed at enhancing the social and emotional learning of students demonstrated that
these programs had twice as much impact when delivered by educators rather than by outside
personnel (Fowler & Lebel, 2013). However, along with other researchers (Atkins et al.,
2010; Fox et al., 2014; Manion et al., 2012; Reinke et al., 2009; Fowler & Lebel, 2013),
Whitley et al. (2012) contended that, for any approach to student mental health prevention
and intervention to be successful, school staff must be supported first and foremost through
knowledge, skills, and attitude training; failing to do so can result in program fidelity issues
(Atkins et al., 2010; Fox et al., 2014; Manion et al., 2012).
However, despite the wide range of evidence-based interventions that have become
available targetting the school setting, “the widespread adoption and implementation of
evidence-based practices and interventions to both promote children’s mental health and
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intervene with children with specific issues has not occurred” (Reinke et al., 2011, p. 1).
Browne et al., (2004) found that, in general, programs current to 2004 aimed at child
development and mental health were disparate and lacked integration. In their review of the
state of knowledge and practice in child and youth mental health and substance abuse in
Canada prior to 2010, Manion, Short, and Ferguson (2012) discovered that system-level
conditions necessary to cultivate effective school mental health interventions were only
moderately in place, with associated system gaps, such as unclear protocols, disagreement in
the definition of service pathways, and inadequate professional development. A key point of
concern was that fewer than 50% of programs included in the review were subject to formal
evaluation; also, in many cases, schools and school boards were only partially using the
literature on effective programming to make evidence-based implementation decisions
(Manion et al., 2012). Overall, “the consensus is that school boards in Canada do not yet
have the organizational conditions in place to deliver coordinated, evidence-based strategies
across the continuum of care” (Manion et al., 2012, p. 129).
In the US, there has been minimal consensus on how to integrate mental health and
education (Atkins, Hoagwood, Kutash, & Seidman, 2010). There was also insufficient
evidence for the effectiveness of school-based psychosocial services over their clinic-based
counterparts when the school-based services involved interrupting regular class time for
screening and counselling, provided limited interdisciplinary collaboration between mental
health and education staff, reached only a minimal number of children in need, and exhausted
or overwhelmed resources (Atkins et al., 2010).
The new attention that many practitioners, researchers, and policy analysts have given
to the potential role that schools could play in allowing the adoption of a more universal
public health approach to tackling mental health concerns (Masia Warner & Fox, 2012) has
been received with some concern among educators (Manion et al., 2012). For instance, in a
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2009 survey of 27 key individuals responsible for school-board specific student mental
health, representing 27 Ontario Boards of Education, although 96% of the Superintendents,
Directors of Education, and mental health professionals who participated reported a high
level of concern for student mental health and its impact on their students’ emotional and
academic welfare, 67% indicated that educators were not at all or only slightly prepared to
identify and manage student mental health issues (Short, Ferguson, & Santor, 2009). A
similar US study on the perceptions of teachers regarding their role in supporting student
mental health surveyed 292 early childhood and elementary school teachers and found that,
while 89% agreed that the mental health needs of students should be tackled by the school,
only 34% felt skilled enough to provide support for students with mental health issues
(Reinke et al., 2011). The educators in both instances highlighted their need to be led,
trained, and supported appropriately so that their capacities for identifying and addressing the
needs of these students could be increased (Reinke et al., 2011; Short et al., 2009).
The challenge of educator and education system preparedness fits within the wider
issue of importing and sustaining proven treatments for children and adolescents with
internalizing disorders, such as anxiety and depression, in school settings. For instance, the
usefulness of cognitive-behaviour therapy-based and interpersonal treatments has been well
documented in the last two decades (Masia Warner & Fox, 2012; Short, 2016). However,
while the evidence related to the measured effectiveness of anxiety-related interventions,
including those delivered in school settings, based on formal evaluation methods is emerging
(Fox et al., 2014; Masia Warner & Fox, 2012; Short, 2016), to date, this evidence remains
limited and inconsistent.
For instance, Fox et al. (2014) noted in their review of five school-based treatments
for anxiety that four of the five programs delivered by school-based providers reported an
impact of reduced anxiety symptoms at follow-up. However, treatment fidelity data were not
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included for two of the programs reporting positive results, while a third program reported
relatively small effects due to a small sample size, thereby lessening the overall validity of
the results.
In their overview of systematic reviews (OSR) on anxiety prevention programs for
children and adolescents, Bennett et al. (2015) scanned reviews and meta-analyses published
between 2000 and 2014. The authors included only those studies for which there was a
significant prevention effect or reduction of symptoms that scored high in terms of
effectiveness against active controls and evidence quality. They found, from examining the
three reviews that met their inclusion criteria, that numerous randomized control trials
conducted on an individual basis existed, lending support to the use of anxiety prevention
programs as effective methods. However, results were mixed as to the amount of effect the
anxiety prevention programs had on symptom reduction and prevention of diagnosis. Among
the three reviews included, Neil and Christensen’s review of school-based anxiety prevention
interventions demonstrated that, although the type of prevention (universal versus targetted)
was not differentiated, 75% of primary studies comparing an anxiety program against a
waitlist or no intervention control group reported symptom reduction. In Teubert and
Pinquart’s review of any type of anxiety prevention program regardless of mode, intervention
content, or control group, a small but significant effect on anxiety symptoms and diagnostic
incidence was noted (Bennett et al., 2015). Lastly, Larun et al.’s review of the impact of
vigorous exercise on anxiety symptom reduction compared to no intervention yielded a
significant effect for targetted individuals but not for universal subgroups (Bennett et al.,
2015).
The results of both Fox et al.’s (2014) and Bennett et al.’s (2015) reviews provide two
key implications for practice. First, initial results for school-based anxiety interventions
conducted by school-based personnel are promising; however, more research is needed in the
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field of anxiety prevention intervention effectiveness. For instance, individual meta-analyses
of randomized control trials of CBT-based universal and targetted school-based prevention
interventions are necessary to inform school-based professionals in selecting anxiety
prevention interventions (Bennett et al., 2015). There is limited availability of comparison
studies that examine the effectiveness of universal versus targetted, as well as CBT versus
non-CBT approaches to anxiety prevention, information that could fill existing literature gaps
and facilitate future avenues of exploration for the next generation of RCTs (Bennett et al.,
2015). Second, existing anxiety programs delivered in schools are not well-executed, nor are
they rigorously evaluated in many cases. The reviews considered in Bennett et al.’s (2015)
rigorous OSR “provide limited guidance to health service providers wanting to make
evidence-informed intervention choices, or researchers seeking to understand knowledge
gaps,” in part because of methodological inconsistencies (p. 915). Data regarding treatment
fidelity were either excluded, indicative of inadequate program delivery, or awaiting
publication for four of the five school-based anxiety treatments reviewed by Fox et al.
(2014). These findings highlight the issues that have continued to plague school-based
anxiety interventions and fall in line with other related research (e.g., Atkins et al., 2010;
Manion et al., 2013; Reinke et al., 2011; SBMHSAC, 2013; Short et al., 2009). In the
absence of implementation elements, such as standards for organizational preparedness and
programming guidance principles that ensure the appropriate programming is chosen and
administered with fidelity and support, school-based mental health will continue to resemble
a patchwork of initiatives and programs that are well-intentioned, but short-lived and
ineffective (Short, 2016, p. 36).
Moving forward, an important consideration for educators involved in the
implementation of school-based anxiety interventions is timing. The effect sizes for
prevention studies conducted in the early to mid-2000s, and echoed in Fox et al.’s (2014)
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review, “are lower than the overall average effect size derived from studies on treatment of
anxiety disorders” (Simon, Bögels, & Voncken, 2011, p.205; Weare & Nind., 2011). Weare
and Nind (2011) contended that “the effects may be ‘small to moderate’ in statistical terms
but they may represent effects that in the real-world are important and relatively large” (p.
i64). A greater number of individuals may be positively impacted by prevention programs
than by treatment (Bennett et al., 2015; Simon et al., 2011). One potential explanation for the
increased capacity of preventative programs is the limited number of anxious students who
seek help (Masia Warner & Fox, 2012), so interventions aimed at identification, prevention,
and early intervention are more likely to reach these students who commonly have not been
diagnosed (Colognori et al., 2012; Masia Warner & Fox, 2012). Colognori et al. (2012)
found, for example, for a sample of 1574 14-18 year-olds, 51.7% reported social anxiety, but
less than half of the socially anxious youth told someone (48%), least of all a school staff
member (2%); only 14% reported receiving services for their anxiety. On average, it took
them 2 years from the onset of their symptoms to seek and begin treatment. However,
adolescents who disclosed anxiety to school personnel were more than twice as likely to
receive services within a year of symptom onset than those who told their parents (Colognori
et al., 2012), suggesting that school staff may have an important role to play in the
identification of mental health disorders like anxiety (Masia Warner & Fox, 2012).
Additionally, early interventions for children at risk, or early on in the developmental
stages of disorders, have been shown to be effective approaches for addressing childhood and
adolescent anxiety (Browne et al., 2004; SBMCSAC, 2013). Intervening before symptoms of
anxiety start to interfere can mitigate the suffering anxious children or adolescents and their
families might experience, and circumvent long-term social, academic, economic, and health
costs (Kutcher & Wei, 2013; Neil & Chirstensen, 2009; Simon et al., 2011). Furthermore,
school-based behavioural and cognitive-behavioural interventions can have a greater impact
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on depression and anxiety issues than general counselling (Manion et al., 2013), which
echoes the results of other research where increasing competency and skills had a more
positive effect than attempts to reduce existing negative behaviour (Browne et al., 2004;
Weare & Nind, 2011). School-based mental health interventions designed around the early
identification and prevention of anxiety that are clearly linked with academic learning, and
enmeshed within the general classroom curriculum (Wear & Nind, 2011) offer cost-effective,
impactful alternatives to addressing mental health from a public health perspective (Bennett
et al., 2015; Kazdin & Rabbitt, 2013; Millar et al., 2013; Simon et al., 2011; SBMHSAC,
2013).
Creative Writing – Integrating Therapy and Curriculum to Treat Anxiety
Anxiety interventions implemented in schools are necessary due to soaring
prevalence rates and numbers of unidentified, untreated children and adolescents. Over the
last two decades, researchers have highlighted key elements of effective school-based anxiety
programs: universal in reach, skills-based and linked with curriculum, administered by
school personnel (with a focus on teachers), and grounded in evidence. This research has
noted important limitations to the current state of school-based mental health programming in
North America and elsewhere, such that, despite knowing what works, widespread and
standardized implementation of such practices has not occurred. Nevertheless, schools must
continue in their efforts to address the emotional, behavioural, and social consequences that
accompany anxiety disorders. One possible solution to the need for proven, universal,
curriculum-based programming that can be administered by school-teachers, and that
represents a low-cost, low-resource approach, is creative writing.
Creative writing falls under the broader category of creative arts therapy, a form of
psychotherapy, or “talk therapy,” which aims to help individuals with a mental health
concern understand their illness, and teaches strategies and tools for dealing with detrimental
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or problematic thoughts and behaviours (National Institute of Mental Health [NIMH], n.d.).
There is emerging evidence that mood, emotion, and other psychological states, as well as
physiological conditions, can be improved by engaging in artistic activities including creative
writing (Leckey, 2011; Stuckey & Nobel, 2010). In addition, new research efforts have found
some evidence to suggest that using creative activities to promote mental health and wellbeing may be particularly effective with children and youth (Bungay & Vella-Burrows,
2013). Creative writing can be used in conjunction with other more established approaches,
such as CBT and bibliotherapy, and may be effective when administered as a universal,
preventative strategy as it has shown potential for helping adults at the pre- and postdiagnosis stages of mental health disorders like depression (NIMH, n.d.). The research with
child and adolescent populations is limited, however, and simple extrapolation from adult
findings can cause difficulties (Fivush, Marin, Crawford, Reynolds, & Brewin, 2007).
The use of creative forms of writing as a school-based treatment alternative for child
and youth anxiety continues to be an area in need of more research. Literature searches using
terms like “expressive writing,” “therapeutic writing,” and “creative writing” in relation to
treating or addressing child and adolescent anxiety in the classroom turned up a limited
number of articles. From this search, three techniques with empirical merit emerged related
to creative writing: one indirect (bibliotherapy) and two direct (expressive writing and
therapeutic stories).
Bibliotherapy
Bibliotherapy, a separate but related technique to creative writing, has had the most
empirical investigation. Defined as the facilitation of healthy social and emotional growth
and/or the maintenance of normal mental health through the use of literature, bibliotherapy
(or developmental bibliotherapy) is implemented by child and adolescent educators as an
adjunct to treatment (Vale Lucas & Soares, 2013; McCulliss & Chamberlain, 2013). It
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encompasses writing as a main vehicle for reflecting on purposefully selected reading (Vale
Lucas & Soares, 2013; Sullivan & Strang, 2002).
Anxiety symptoms, behaviours and attitudes, and social and developmental skills
have been improved through the use of bibliotherapy with students (Vale Lucas & Soares,
2013; Sullivan & Strang, 2002). In their literature review of 59 studies from 1997 to 2011 on
the use of bibliotherapy to address specific issues ranging from mild behavioural problems to
somatic and psychosocial conditions in child and adolescent populations, McCulliss and
Chamberlain (2013) found that improvements were demonstrated in a majority of the
examined domains including aggressive behaviour/bullying, depression, general illness and
disabilities, issues with parents, and social and self-esteem development. Five studies
included in their review explicitly related to anxiety and showed positive results for symptom
reduction. The authors noted that bibliotherapy, which has included formats such as books,
art therapy, films, and writing, is highly flexible and widely applicable across many contexts.
Additionally, the bibliotherapy approach has been used successfully to assist children in
exploring their anxiety-related fears through a character or situation in a story, and relating
how those fears were confronted and surmounted from the story to themselves (McCulliss &
Chamberlain, 2013).
Bibliotherapy may provide an effective intervention in the absence of other
treatments in or beyond the school setting, as it has shown potential to help in a variety of
social-emotional areas including change, depression, hopelessness, loneliness, mental illness,
problem-solving, self-acceptance, self-esteem, and social skills (Maich & Kean, 2004). A
bibliotherapy approach applied within a positive classroom environment has been advocated
as a key strategy for fostering emotional intelligence (EI) competency in children (Sullivan &
Strang, 2002).
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In addition to symptom reduction, there are many noted benefits of bibliotherapy for
students, encompassing increased empathy, sense of being included, positive attitude,
personal and social adjustment, freedom to talk about problems, relief from emotional or
psychological stress, self-image, tolerance, respect, acceptance of others, growth of interests
beyond the self, socially acceptable behaviours, and character development (Maich & Kean,
2004; McCulliss & Chamberlain, 2013). Moreover, potential improvements in readers’
cognitive abilities include increased critical thinking and higher-order reasoning, perspectivetaking, insight, self-evaluation, planning, and the ability to consider many alternative courses
of action when solving a problem (Maich & Kean, 2004; McCulliss & Chamberlain, 2013).
Bibliotherapy allows for the voice of the student to be heard, as “children may find it easier
to express themselves indirectly through the medium or metaphor of stories” (Maich & Kean,
2004, p. 4). For teachers, it offers a cost-effective, low-resource method for promoting
inclusion in the classroom and student success, and has the potential to be integrated with
regular classroom learning objectives in a variety of curriculum units (Maich & Kean, 2004;
Sullivan & Strang, 2002). In fact, combining bibliotherapy with academic curricula may
augment reading and literacy skills, improve reading readiness, and promote academic
achievement, especially among underachievers (Dirks, 2010; Sullivan & Strang, 2002).
There are a few limitations to bibliotherapy that have been noted by researchers. The
availability of subject-specific books and other materials may present an issue for teachers
attempting to address a particular topic or concern (Vale Lucas & Soares, 2013; McCulliss &
Chamberlain, 2013). The reading abilities and attitudes toward reading of the students could
increase their likelihood of projecting their own motives onto the characters in the story and
failing to work through their own problematic situations, which can impact the effectiveness
of bibliotherapy (Vale Lucas & Soares, 2013; McCulliss & Chamberlain, 2013). Lack of
home support from family members can impede the successful implementation of
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bibliotherapy (Dirks, 2010). Lastly, facilitator preparedness could impact efficacy if
facilitator background knowledge of child and adolescent development and dysfunction, or
knowledge of appropriate literature, is lacking (Vale Lucas & Soares, 2013).
Expressive Writing
Expressive writing (EW) is a technique that involves individuals writing about an
emotional subject or circumstance of personal meaning or relevance in an effort to share their
related thoughts or feelings (Long & Davis, 2011; Travagin, Margola, & Revenson, 2015). In
most studies exploring expressive writing, randomly assigned group participants are asked to
write for approximately 15 minutes for a number of consecutive days; the writing topics have
been either emotionally positive or negative (or neutral for control group members; Long &
Davis, 2011).
Findings from EW studies, although inconsistent, have shown positive effects on a
variety of physical and psychological domains (Long & Davis, 2011; Travagin et al., 2015).
Writing tasks focused on positive life events rather than traumatic ones have produced the
same or better changes in the reported overall well-being of individuals who participated
(Long & Davis, 2011). Despite the fact that a majority of the research on EW has involved
adult populations (Travagin et al., 2015), EW has shown promise as a preventative
intervention for school-aged students. For instance, for adolescents with emotional problems
as compared to those without, EW was shown to have more of an impact on school
achievement (Travagin et al., 2015).
In an effort to extend EW research to adolescent populations, Travagin et al. (2015)
conducted a meta-analysis of original studies of EW that had used an experimental design
with samples between 8 and 18 years of age, and assessed outcomes for problem behaviour,
internalizing problems, personal adjustment, social adjustment, school performance and
participation, somatic complaints, and medical visits. The results of the 21 reviewed studies
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showed a small overall effect; the effects for 50% of the outcome domains (internalizing
problems, problem behaviour, social adjustment, and school participation) were small but
significant, marginally suggesting that EW may be effective for adolescents with the
potential for psychological problems (Travagin et al., 2015).
Long and Davis (2011), in their work on expressive writing with 25 male juvenile
offenders between the ages of 13 and 17, found that participants demonstrated an increase in
two measures of emotional and psychological well-being – positive mood and hope. The
authors concluded that writing about select topics, such as future goals or things/events for
which writers were thankful, could positively impact emotional health in that written selfexpression allowed young people to avoid becoming consumed with their struggles by
staying connected to their voice and intuition (Long & Davis, 2011). This productive
expression of thoughts and feelings through writing might lead to advances in overall
emotional health. Similarly, the findings from Soliday, Garofalo, and Rogers’ (2004) study,
echoing Long and Davis’ results (2011), showed that, for a sample of 106 Grade 8 students
randomly assigned to emotional or neutral writing groups, optimism and positive affect
scores increased, while negative affect scores decreased, for the emotional writing group.
Additionally, in line with adult sample findings, the latency and longevity of EW benefits for
negative affect were demonstrated through the strengthening of these effects over time from
baseline to post-treatment and follow-up. This result highlights the potential effectiveness of
EW, despite rapid developmental changes and their emotional impact that typify young
adolescence (Soliday et al., 2004).
In relation to the direct and positive impact of EW on child and adolescent anxiety,
however, the research is scarce and conflicting. In Reynolds, Brewin, and Saxton’s (2000)
pioneering study of EW with 8- to 13-year-old children, children responded positively to
discussing stressful and worry-inducing circumstances and keeping a diary. They
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additionally experienced a general reduction in symptoms including anxiety, suggesting that
they benefitted from participating in the EW study. However, there was little evidence that
EW had a specifically positive effect (Reynolds et al., 2000). Soliday et al. (2004) also
reported small effect sizes in their study, but, unlike Reynolds et al. (2000), found a positive
effect of the EW intervention on negative affect, which stands in contrast to Reynolds et al.’s
(2000) result that negative affect was not decreased significantly. This difference could be
explained by sample characteristics in that Soliday et al. (2004) restricted the age range of
their sample to mid-adolescence, while Reynolds et al. (2000) did not. Soliday et al.’s (2004)
restricted age range meant that the children in their sample were at a more advanced stage of
development than those in the Reynolds et al. (2000) sample.
Fivush et al. (2006) found that 9- to 13-year-old children who participated in an
emotional writing group compared to a non-emotional group wrote more about negative
circumstances and feelings, and experienced higher scores on anxiety, depression, and related
difficulties. The authors concluded that EW had the potential to be detrimental for some
children, due to their limited ability to create coherent narratives and premature cognitive
development (Fivush et al., 2006; Travagin et al., 2015). The effectiveness of EW therefore
“may depend on the level of cognitive and emotional development, which increases with
age,” making emotional disclosure less beneficial for children and early adolescents
(Travagin et al., 2015, p. 45).
Holder-Spriggs (2015) conducted a systematic review of existing literature on the
efficacy of expressive writing interventions geared towards children and adolescents. He
found inconsistencies in reported results from his analysis of the key features of the 19
reviewed studies. The author echoed other researchers (Fivush et al., 2007; Reynolds et al.,
2000; Soliday et al., 2004) in contending a potential reason for the discrepant findings could
be differences in the age and cognitive development of the participants, and their “ability to
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create the type of narrative associated with the well-being outcomes (i.e. a coherent, cohesive
and emotionally disclosing narrative)” (Holder-Spriggs, 2015, p. 1). Many scholars agree that
more research is needed to determine the true potential of EW as an effective school-based
mental health strategy (Fivush et al., 2006; Long & Davis, 2011; Reynolds et al., 2000;
Soliday et al., 2004; Travagin et al., 2015).
Story-Writing and Story-Telling
Various database searches I conducted, both through Queen’s Library and Google
Scholar, produced a number of approaches to using stories therapeutically. For instance,
narrative therapy, metaphor therapy, therapeutic story-telling, and therapeutic story-writing
all emerged as potential treatments for child and adolescent anxiety.
Narrative therapy involves the telling of life stories. It is based on the premise that
individuals already possess the tools they need to solve problems in their lives, and can do so
by reshaping the stories that they tell about themselves and their interpersonal relationships
(Narrative Therapy Center, n.d.). Besley (2001) acknowledged the potential that narrative
therapy had for school counsellors and teachers, who could encourage students to solve their
own problems by reframing their self-description through “a conversation based on shared
contributions,” where the counsellor or teacher asked “creative, curious, and persistent
questions” that intended to uncover the meanings the student ascribed to his or her “world”
(p. 86). While narrative therapy began to be used in some secondary schools in New Zealand
in the 1990s (Besley, 2001), it has remained a mainly clinical approach in North America.
Only one study related to the implementation of narrative therapy by teachers was found
despite extensive database searches; 142 elementary Israeli students who participated in a
curriculum-based teacher-delivered program called Overshadowing the Threat of Terrorism,
which had a component of narrative therapy, experienced significant reductions in PTSD,
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GAD, and SAD symptoms, and physical complaints when compared to the control group
(Berger, Pat-Horenczyk, & Gelkopf, 2007).
Metaphor therapy falls under the psychotherapy domain. This therapy uses metaphor
to enable individuals to express thoughts, feelings, and experiences through symbols; this
“symbolic language” is the vehicle through which people experience and comprehend the
world (McArdle & Byrt, 2001, p. 522). Metaphor represents a major component of
expressive approaches used in sandplay therapy and a range of drawing, symbol work,
vignette, and journal writing exercises, as the use of imagery aids in exploring personality
traits and the inner mind and can be effective in promoting change (Pearson, 2003).
Here again, this approach appears in the literature primarily as a therapist- or clinicbased treatment. For instance, McArdle and Byrt (2001) described the use of metaphor as a
key component of therapeutic writing, a beneficial approach for users of mental health
services. However, their review of literature as a tool was confined to its clinical
effectiveness, and only briefly discussed story-telling applications with abused children from
a psychotherapy perspective. An Australian study investigated the perceptions of guidance
and school counsellors towards the potential utility of expressive therapies (ETs) including
creating art, storytelling, writing, play therapy and sandplay, puppetry, sensory experiences,
and drama in promoting positive emotional and behavioural outcomes for school-aged
students. The study found overall improvement for those students who received their
counselling services on measures of emotional well-being, aggression, self-understanding,
relationships, self-acceptance, confidence and participation in school-related activities, selfcontrol, adaptability and openness, self-esteem, and finally symptoms of anxiety (Pearson,
2003).
Therapeutic story-writing, created by Waters (2004), is a targetted expressive writing
intervention specifically designed to address the social, emotional, and psychological health
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needs of primary school-aged children. It involves a trained adult facilitating and co-creating
story metaphors within a group setting to discuss emotional events or experiences (HolderSpriggs, 2015; Waters, 2004). There is a growing body of evidence to suggest the success of
therapeutic story-writing in reducing anxiety symptoms for children and youth (Batchelor,
Murray, Warhurst & Maclean, 2013; Harris, 2013; Holder-Spriggs, 2015; Waters, 2008).
This guided writing approach has gained popularity among researchers for its compatibility
with younger children, and has been widely implemented in UK schools. Therapeutic storywriting addressees many of the issues with expressive writing (Holder-Spriggs, 2015) by
utilizing metaphor as the only vehicle for discussing emotional events, protecting participants
from being overwhelmed by strong emotions or event-related trauma; it also provides peer
and adult support that serves to scaffold emotional narrative and coping skills development
(Holder-Spriggs, 2015). The implementation of therapeutic story-writing (Waters, 2004) in
North American schools has yet to be documented.
Therapeutic story-telling involves an interaction between the reader and the listener.
Both therapists and teachers have found it to be an effective approach for addressing
behavioural and emotional problems as it provides an indirect method for children and
adolescents to talk about what’s troubling them (Bauer & Balius, 1995). It can involve
individuals in creating their own life stories, and constructing or reading fictional stories
(McArdle & Byrt, 2001; Vale Lucas & Soares, 2014). In one clinical case study, Vale Lucas
and Soares (2014) found that a combination of psychoeducation, learning and training
strategies, and the construction of a life project had a significant impact on symptom
reduction for a teenager with anxiety and hypochondriasis. This result led the authors to
suggest the importance of using metaphors and reading and writing exercises as tools to
encourage change and adjustment among clients, and as a means to handle life’s challenges.
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In their review, McCulliss and Chamberlain (2013) discussed collaborative storytelling, a form of therapeutic story-telling, as a school-based method to engage youth in
exploring different scenarios and alternative endings. Allegorical stories can allow the
bypassing of defence mechanisms (McCulliss & Chamberlain, 2013) and ameliorate issues
with self-esteem, appropriate role models, expressive language, and gaps in emotional
vocabulary, all of which typify children with emotional and mental health challenges (Bauer
& Balius, 1995). Therapeutic and educational activities like story-telling can support and
enhance each other, such that “children can be asked questions to develop their ability to
identify and talk about their feelings from the therapeutic perspective and to develop critical
and personal responses from the educational perspective” (Bauer & Balius, 1995, p. 28).
Story-telling, not unlike narrative, metaphor, and story-writing therapies, also has the
capacity to promote academic achievement by means of language development (Bauer &
Balius, 1995). Bauer and Balius (1995) described the successful integration of story-telling
into the school curriculum as both therapeutic and academic (called the Special Education
and Treatment Program – SET) for Lewistown Elementary School, located in Frederick
County, Maryland. This program had school therapists and teachers working collaboratively,
whereby stories and related activities used in weekly group therapy sessions were then
carried over into the classroom setting and extended throughout the remainder of the week.
Teachers routinely attended the group session with the children, modelling desired classroom
behaviour and actively participating in activities (Bauer & Balius, 1995). The authors
concluded that the emotional and academic growth demonstrated by the students involved in
SET was partially due to their participation in the story-telling sessions and subsequent
academic and therapeutic follow-up activities. The reduction in negative behavioural
sequences, and subsequent increase in learning, characterized the progress that SET program
participants made and served to bring together the school board and the country mental
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health division in a shared effort to maximize learning time involving story-telling at the
school (Bauer & Balius, 1995). Despite its success, the fate of the SET program in Maryland
elementary schools is unknown, as I could not find any current reference to the initiative
upon conducting several Internet searches.
Synthesis of the Literature
Anxiety has come to the forefront in both the educational and psychological fields of
study over the last two decades due to the increased incidence and prevalence of anxietyrelated disorders among children and adolescents. Anxiety disorders can have serious and
long-lasting consequences in every area of a young person’s life, from emotional and
psychological deficits, like low emotional awareness and self-esteem, to maladaptive social
functioning, all of which can interfere with academic performance. If left untreated, anxiety
has the potential to influence the progression of other mental health issues that can seriously
impair childhood development. However, only a limited number of anxious children and
youth seek or receive adequate treatment.
From an educational perspective, it is imperative that educators who are involved in
the daily lives of the children and adolescents they teach be adequately prepared to address
the proliferation of anxiety disorders and their related consequences at the classroom level.
Schools have emerged in recent years as a viable solution to the issues that prevent young
persons from getting the help they need, with numerous and varied interventions and
programs aimed at reducing anxiety being widely implemented across North America and the
world. Despite good intentions, these programs are often not evidence-based, not integrated,
and not well-executed. Teachers, who are vital to the implementation and subsequent
effectiveness of any school-based mental health initiative, do not feel adequately prepared or
supported to deal with the mental health needs of their students. There is a large evidence-topractice gap that exists in both US and Canadian educational systems.
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Among the vast array of school-based anxiety reduction initiatives that exist, creative
writing has received increasing attention from researchers and offers strong promise as a
cost-effective, curriculum-related, teacher-implemented approach that can be used either
universally or selectively to mitigate the effects of anxiety with child and adolescent
populations. Bibliotherapy has been implemented with success in terms of reducing
symptoms and increasing competence on a number of emotional, psychological, and social
functioning variables. Expressive writing has been connected to both physical and
psychological improvements and overall improvements in well-being, and can impact school
achievement. Narrative therapy involves the creation of one’s own life story through guided
questions asked by a therapist or teacher and has the potential to be successfully used in
schools to reduce anxiety and somatic symptoms, although more research is needed on this
technique. Metaphor therapy, or the use of symbols or imagery as a vehicle for expressing
thoughts, feelings, and experiences, is also transferable to school settings and has been an
effective clinical and guidance counselling approach for addressing youth anxiety and other
psychosocial deficits. Therapeutic story-writing and story–telling both have merit in terms of
alleviating the discomfort associated with talking about strong emotions or emotion-evoking
events, allowing self-exploration through an alternate world, and cultivating language
development.
Through this project, it is my intention to provide teachers with a resource that
highlights the key take-away points from the literature with regards to implementing anxiety
interventions in the K-8 classroom. This resource discusses the reasons behind and
importance of, addressing anxiety in school settings, summarizes six creative writing
approaches within the context of school-based anxiety interventions, and provides a list of
resources available to teachers that can supplement the implementation of creative writing
approaches in their K-8 classrooms.
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The “Write” Way
Using Creative Writing to
Confront Anxiety (K-12)

Teacher Resource Booklet
By
Kate Rombough
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Just as every good story has a villain who messes things
up for the main character, anxiety can create multiple
“crises” in the lives of children and adolescents.

Why is Anxiety a Cause for Concern?1
• 15-20% of children and
adolescents in North America
experience some form of
anxiety
• 8-12% of those children are
significantly impacted by
their symptoms on a daily
basis
• Anxiety can influence the
development of other mental
health conditions
1. Beesdo-Baum & Knappe, 2012

• Anxiety often occurs at the
same time as other anxiety
disorder subtypes, major
depression, substance
dependence, and suicidal
ideation
• Academic underachievement
and early parenthood are
potential consequences
• If untreated, anxiety can
persist through to adulthood
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Just as the setting is crucial to the telling of any story,
schools have become an integral and necessary part of
the child and adolescent anxiety story, and for good
reason…
Why are Schools a “Natural” Place to Treat Anxiety?
One of the biggest
obstacles to seeking treatment is
stigma
Stigma has been shown to be
reduced by school-based mental health
(SBMH) programs that are informative
and balanced between targetted and
universal
School mental
Individualized service reaches only
18% of youth with anxiety, while 75%
of those who seek treatment receive it
through SBMH programs
SBMH initiatives are more likely to
reach undiagnosed youth in addition to
those who do not seek treatment
SBMH initiatives are more
generalized and convenient to attend

health programs can lessen reliance on
other school resources
SBMH programs are also far less
expensive and time-intensive than
traditional treatment options
Schools can mitigate
the impact of youth mental health
disorders by intervening at/before the
onset of symptoms
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Now we come to the heroes who have the potential to
save the day – bibliotherapy, expressive writing, and
therapeutic stories.

Creative Writing Approaches to Tackle Anxiety
Ø Research suggests that school-based behavioural and cognitivebehavioural interventions, rather than general counselling, can have a
greater impact on anxiety and its related challenges (Manion et al., 2013)
Ø Additionally, early interventions for children at risk, or early on in the
developmental stages of disorders, have been shown to be effective
approaches for addressing childhood and adolescent anxiety (Brown et
al., 2004)
Ø Numerous recent studies have highlighted the important role that
educators, and especially teachers, play in the identification and
management of anxiety in the classroom
The creative writing strategies outlined in this booklet can be used as classroom
approaches designed around early identification and prevention of anxiety. They
are clearly linked with academic learning and can be integrated with general
classroom curricula.
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Bibliotherapy is the first hero in the classroom that can
help your students in their quest to confront Anxiety.

What is Bibliotherapy?

Source: https://www.google.ca/webhp?sourceid=chrome-instant&ion=1&espv=2&ie=UTF-8#q=bibliotherapy

Ø Can facilitate healthy social and emotional growth and/or help maintain
normal mental health
Ø Is implemented by child and adolescent educators, usually as an adjunct
to treatment
Ø Encompasses writing as a main vehicle for reflecting on purposefully
selected reading
Ø Is evidence-based and has had numerous empirical investigations
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How Can Bibliotherapy Be Used in The Classroom?
Ø Improvements in anxiety symptoms, behaviours, and attitudes have been
achieved using bibliotherapy with students
Ø Social and developmental skills can be developed through this approach
Ø Specifically, bibliotherapy can be used to address aggressive behaviour
and bullying, depression, general illness and disabilities, issues with
parents, and social and self-esteem development
Ø Bibliotherapy is highly flexible and encompasses many different formats
including books, art therapy, films, and writing
Ø It can be used to help children explore fears related to anxiety through a
character or event in a story and relate how the character worked through
fears in the story similar to their own situation

Strengths
Ø Bibliotherapy may provide an effective intervention in the absence of
other treatments in or beyond the school setting
Ø Applying bibliotherapy within a positive classroom environment has
been advocated as a key strategy for promoting the development of
children’s emotional intelligence
Ø In addition to symptom reduction, bibliotherapy can help increase
students’:
ü empathy

ü stress relief

ü inclusiveness

ü self-image

ü positive attitude

ü tolerance

ü personal/social
adjustment

ü respect

ü socially
acceptable
behaviours

ü acceptance of
others

ü character
development

ü freedom to talk
about problems

ü growth of
outside interests
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Ø Bibliotherapy makes it easier for children to express themselves through
the metaphors and images contained within stories
Ø When implemented in combination with academic curricula,
bibliotherapy has the potential to augment literacy and reading skills and
promote academic achievement, especially for students falling behind
Ø This approach offers teachers a cost-effective method for promoting
inclusion and student success and addressing the mental health needs of
their students
Ø Bibliotherapy can be integrated with curriculum expectations in a variety
of units

Limitations
Ø The availability of books and other material pertaining to specific topics
may cause a problem when looking to address targetted issues
Ø Students’ reading abilities and attitudes towards reading can thwart
attempts to use bibliotherapy as a tool for them to work through their
issues
Ø Lack of support from parents or guardians can decrease its effectiveness
Ø Limited knowledge on the part of the facilitator (e.g., teacher, school
mental health staff) of either child/adolescent development and
dysfunction, or appropriate literature can impact the success of
bibliotherapy

Additional Resources
Research Studies & Reviews
1. Vale Lucas, C., & Soares, L. (2013). Bibliotherapy: A tool to promote children's psychological
well-being. Journal of Poetry Therapy, 26, 137–147. doi:10.1080/08893675.2013.823310
2. McCulliss, D., & Chamberlain, D. (2013). Bibliotherapy for youth and adolescents: School-based
application and research. Journal of Poetry Therapy: The Interdisciplinary Journal of Practice,
Theory, Research, and Education, 26, 13–40. doi:10.1080/08893675.2013.764052

Practical Guide for Using Expressive Writing in the Classroom
1. Maich, K., & Kean, S. (2004). Read two books and write me in the morning! Bibliotherapy for
social emotional intervention in the inclusive classroom. Teaching Exceptional Children Plus, 1.
Retrieved from http://files.eric.ed.gov/fulltext/EJ966510.pdf.
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Expressive Writing is another classroom hero that can
help your students work with their anxiety.

What is Expressive Writing (EW)?
Ø EW involves individuals writing about an emotional subject or situation
that has personal significance to share thoughts or feelings evoked by
their writing
Ø Typically, individuals write for specified periods of time (usually 15-20
minutes) for a number of consecutive days (usually 3 days)
Ø EW incorporates both emotionally positive and negative writing topics
Ø EW has not been widely researched in classroom settings with child
populations

How Can EW Be Used in the Classroom?
Ø EW may be especially beneficial in schools due to the effect emotional
issues have on academic performance
Ø EW shows promise as a preventative intervention for school-aged
students through impacting school achievement for adolescents with
emotional problems in addition to the presenting issues
Ø EW has been used successfully with school-aged adolescents (ages 8 to
13) to discuss stressful and worry-inducing circumstances and has been
shown to reduce anxiety and other symptoms in these instances
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Ø Child participants in one study on EW responded positively to diarykeeping (a main component of the study), suggesting the usefulness of
journalling or writing in a diary for addressing anxiety in the classroom
Ø Increasing the number of sessions from the typical three-session format
and allowing writing sessions to be spaced more than a day apart rather
than consecutively has been shown to be more effective for adolescents
(Travagin et al., 2015)
Ø EW interventions with clear, specific instructions and writing topics are
more impactful than those that are broad in scope or unfocussed

Strengths
Ø Individuals who participate in expressive writing (EW) tasks experience
positive effects on both physical and psychological symptoms
Ø The reported overall well-being for individuals in one study who wrote
about positive life events was similarly or more impacted by EW than for
those who wrote about negative ones
Ø Some research suggests EW might be more effective for adolescents
identified as at risk for psychological issues – EW decreased internalizing
problems (anxiety, depression) and problem behaviour, and increased
social adjustment and school participation for these students
Ø Writing about emotional topics increases optimism and positive mood,
and decreases negative mood
Ø The benefits of EW with respect to negative mood can strengthen over
time, which means EW can be effective with adolescents, despite rapid
developmental changes during this stage of growth
Ø EW is a low-cost, low-resource, easy approach to implement
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Limitations
Ø Findings from research studies on the effectiveness of EW with youth
have been inconsistent; a majority of the research has involved adults
Ø Effect sizes indicating the effectiveness of EW in reducing problematic
symptoms have been relatively small
Ø The effectiveness of EW interventions may depend on the age and
consequent developmental readiness of the students
Ø EW could be detrimental to younger children due to their limited ability
to create coherent narratives and their underdeveloped cognitive abilities
Ø More research is needed to determine the true potential of EW as a useful
SBMH strategy

Additional Resources
Research Studies & Reviews
1. Horn, A. B., Pössel, P., & Hautzinger, M. (2011). Promoting adaptive emotion regulation and
coping in adolescence: A school-based programme. Journal of Health Psychology, 16, 258–273.
doi:10.1177/1359105310372814
2. Travagin, G., Margola, D., & Revenson, T. A. (2015). How effective are expressive writing
interventions for adolescents? A meta-analytic review. Clinical Psychology Review, 36, 42–55.
doi:10.1016/j.cpr.2015.01.003

Practical Guide for Using Expressive Writing in the Classroom
1. Sapp, K. L. (2015). Unsilencing the voice within: Expressive writing as a therapeutic tool.
National Youth-At-Risk Conference Savannah. Paper 30. Retrieved from
http://digitalcommons.georgiasouthern.edu/cgi/viewcontent.cgi?article=1043&context=nyar_sava
nnah
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A third effective technique for helping students tackle
their anxiety and related challenges is therapeutic
story-writing.

What Is Therapeutic Story-Writing (TSW)?
Ø A targetted guided writing intervention created specifically to address the
social, emotional, and psychological health needs of school children 7 to
13 years of age
Ø Involves group work, whereby a trained adult facilitates and co-creates
story metaphors with 4-6 child participants to discuss emotional events or
experiences
Ø Consists of 10 hour-long weekly group sessions
Ø Was created by Waters in 2004 and is widely implemented in schools
across the United Kingdom
Ø Has not been rigorously evaluated; its use has not been documented in
North America to date
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How Can TSW Be Used in the Classroom?
Ø TSW can be used to create an emotionally containing environment
whereby students feel safe to explore emotionally laden topics
Ø TSW can be used as a teaching model that is rooted in the educational
curriculum, one that augments academic literacy
Ø TSW can assist students in processing difficult emotions, developing the
motivation to actively engage in the writing process, building an
emotional vocabulary, and improving social skills
Ø A TSW-trained teacher is able to use active listening to promote the
creation of an empathetic and safe relationship with the group
Ø The teacher is able to create a focused writers’ atmosphere in the
classroom by writing his or her own story alongside the students and
actively seeking their contribution to the “teacher” story

Strengths
Ø There is a growing body of evidence supporting the effectiveness of TSW
in decreasing symptoms of anxiety for children and adolescents
Ø TSW has been implemented in 35 of 209, or 16 %, of Local Education
Authorities (akin to school boards) in the UK since its inception in 2004
Ø TSW addresses many of the limitations of Expressive Writing by
employing metaphor as the only vehicle for discussing emotional events
Ø Containing emotional circumstances within the confines of the story
metaphor protects the student participants from being overcome by any
trauma associated with such circumstances or the strong emotions they
may provoke
Ø The peer and teacher support provides further scaffolding of skill
development in the areas of creating emotional narratives and coping
strategies
Ø Two formats are available – group and individual – with teacher training
for each type readily available
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Limitations
Ø Much of the research that explores the effectiveness of TSW on wellbeing of children has not yet been published
Ø Of the few published evaluations that exist, Waters (the creator of the
TSW program) is the lead researcher, representing a potential for biased
results
Ø Waters (2004) has identified that group work may not be appropriate for
children who have emotional and behavioural challenges coupled with
poor writing skills, whose learning is impeded by a recent traumatic
experience, and who have severe emotional and behavioural difficulties

Additional Resources
Research Studies & Reviews
1. Waters, T. (2004). Therapeutic story writing. In S. Davies & L. Marsden (Eds.), Educational
therapy & therapeutic teaching. Retrieved from
http://www.caspari.org.uk/uploads/docs/Journals/Journal_13_text_web.pdf#page=60
2. Waters, T. (2008). The use of therapeutic story writing groups to support pupils with emotional
difficulties. Support for Learning, 23, 187–192. doi:10.1111/j.1467-9604.2008.00396.x

Practical Guides for Using TSW in the Classroom
1. http://therapeuticstorywritingtraining.co.uk/about/what-is-story-links
2. http://www.creativelivingwithchildren.com/wp-content/uploads/2014/07/HCT-Some-guidelinesfor-therapeutic-story-writing.pdf
3. http://www.therapeuticstorywriting.co.uk/book
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Therapeutic story-telling offers yet another strategy
easily employed in the classroom that can help anxious
students deal with their symptoms.

What Is Therapeutic Story-Telling (TST)?
Ø Involves an interaction between the reader and the listener
Ø Provides an indirect method for children and adolescents to discuss their
problems
Ø Can include creating life stories, and authoring or reading fictional stories
Ø Is mainly used in clinical settings in North America

How Can TST Be Used in the Classroom?
Ø Research with clinical populations has shown that using metaphors,
reading, and writing exercises can encourage change, adjustment, and
adaptability among anxious adolescents
Ø Stories provide an excellent medium for encouraging emotional
awareness, developing an appropriate vocabulary for expressing feelings,
and promoting empathy among children (Fox Eades, 2006)
Ø Storytelling can be used to introduce emotions into the classroom setting
safely and appropriately (Fox Eades, 2006)

58

Ø Stories allow children to explore a range of emotions through the
characters and reflect on common feelings and situations in the absence
of exposure or threat (Fox Eades, 2006)
Ø Storytelling promotes self-reflection and critical thinking (Fox Eades,
2006)
Ø With TST, students are encouraged to develop emotional awareness and
vocabulary AND critical thoughts and opinions through the use of
therapeutic and educationally guided questions
Ø TST augments academic performance via language development
Ø School mental health staff and teachers can work collaboratively using
story-telling concurrently in therapy sessions and in the classroom to
promote cross-over

Strengths
Ø Story-telling links emotional and academic development through
communication and thereby connects the classroom and the clinic
Ø TST provides an opportunity for mental health services and education to
work collaboratively and to enhance each other
Ø TST involving psychoeducation, learning and training strategies, and the
creation of a life project, all of which can reduce symptoms of anxiety
and related disorders such as hypochondriasis
Ø Allegorical stories disarm defence mechanisms and improve self-esteem,
promote appropriate role models for students, teach expressive language,
and help close gaps in emotional vocabulary for children
Ø TST promotes academic achievement and can be integrated with school
curricula – this integration was documented for one elementary school in
Maryland that saw emotional and academic growth for all of the severely
emotionally challenged students who participated
Ø TST is cost-effective and requires minimal resources outside the school
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Limitations
Ø TST has mainly been used in clinical settings, and, in most of the
literature, is referred to as a tool for therapists
Ø Students’ cognitive abilities, emotional readiness, and literacy levels may
impede the success of TST
Ø Finding issue-appropriate stories to use can present a challenge to
teachers with respect to their ability to match relevant feelings, needs,
interests, and goals of students
Ø According to one research team, the academic and emotional benefits of
TST require all of the following components, which can be difficult to
achieve: interagency cooperation (mental health and teachers);
curriculum compacting to find adequate time for storytelling; academic
follow-up including activities designed around the story; therapeutic
follow-up including family, teacher, and mental health staff collaboration
and the development of a plan for the student; strategic planning such as
quiet, semi-private settings for reading and group sessions; and a childcentred approach

Additional Resources
Research Studies & Reviews
1. Bauer, M. S., & Balius, F. A. (1995). Storytelling: Integrating therapy and curriculum for students
with serious emotional disturbances. Teaching Exceptional Children, 27(2), 24–28.
2. McCulliss, D., & Chamberlain, D. (2013). Bibliotherapy for youth and adolescents: School-based
application and research. Journal of Poetry Therapy: The Interdisciplinary Journal of Practice,
Theory, Research, and Education, 26, 13–40. doi:10.1080/08893675.2013.764052
3. Vale Lucas, C., & Soares, L. (2014). Being a teen and learning how to surf anxiety: Integrating
narrative methods with cognitive-behavioral therapy. Journal of Poetry Therapy: The
Interdisciplinary Journal of Practice, Theory, Research, and Education, 27, 69–82.
doi:10.1080/08893675.2014.895489

Practical Guides for Using TST in the Classroom
1. Fox Eades, J. M. (2006). Classroom tales: Using storytelling to build emotional, social and academic
skills across the primary curriculum. London, UK: Jessica Kingsley Publishers.
2. Perrow, S. (2012). Therapeutic storytelling: 101 healing stories for children. Stroud, UK: Hawthorn
Press.
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The next two approaches are related to therapeutic
stories. Although they are not widely researched within
the school setting, they are worth a quick mention.

Narrative Therapy (NT)

Summary of NT – The Five Ws and an H
WHO can it be used for:
Anxious school-aged youth.
WHAT it is:
NT involves the telling of life stories. The main idea is that individuals already
have the necessary tools for solving their own problems, and can do so by
rewriting their own personal narratives. School counsellors and teachers can
encourage their anxious students to solve their own issues by asking them
guiding questions that enable them to reframe their self-descriptions.
WHEN NT can be used:
NT can be used to initiate a conversation between a counsellor or teacher and a
student experiencing an issue related to anxiety. The adult asks a series of
guided questions that are meant to uncover how that particular student makes
meaning of his or her surroundings.
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WHERE NT is applicable:
Elementary and secondary school settings.
WHY NT is effective:
There is evidence that curriculum-based, teacher-delivered programs with a
specific focus on emotion-provoking events that contain a component of NT
significantly reduce symptoms related to Post-Traumatic Stress Disorder,
Generalized Anxiety Disorder, and Separation Anxiety Disorder, as well as
physical complaints in school-aged children.
HOW NT has been used:
Techniques used in clinical settings have involved isolating the problem (e.g.,
Obsessive-Compulsive Disorder [OCD]) from the individual, then externalizing
it by personifying the problem (e.g., giving it a nickname), committing to
removing the problem from the individual’s life, and devising a plan of action
by brainstorming what situations elicited the problem and what worked to
control it. The successful instances where the child controlled the problem (e.g.,
OCD behaviours) were tracked so progress could be noted.

Additional Resources
Research Studies & Reviews
1. Berger, R., Pat-Horenczyk, R., & Gelkopf, M. (2007). School-based intervention for prevention
and treatment of elementary-students' terror-related distress in Israel: A quasi-randomized
controlled trial. Journal of Traumatic Stress, 20, 541–551. doi:10.1002/jts.20225
2. Carr, A. (2001). What works with children and adolescents? Éisteacht: Journal of the Irish
Association of Counselling and Therapy, 2, 30–60. Retrieved from
http://s3.amazonaws.com/academia.edu.documents/36952700/What_works_with_C___A_2001x.
pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1480117838&Signature=ktOh
KUu8abOK%2FYJuEjuDH1SwuZw%3D&response-contentdisposition=inline%3B%20filename%3DWHAT_WORKS_WITH_CHILDREN_ANDADOLES
CENTS.pdf
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Metaphor Therapy (MT)

Source:
https://www.google.ca/search?q=metaphor+definition&oq=metaphor+d&aqs=chrome.1.69i57j0l5.4669j0j
4&sourceid=chrome&ie=UTF-8

Summary of MT – The Five Ws and an H
WHO can it be used for:
Anxious school-aged youth.
WHAT it is:
MT uses metaphors or symbols to allow the expression of thoughts, feelings,
and experiences. It traditionally is classified as a psychotherapy technique.
WHEN MT can be used:
MT can be used in conjunction with any of the previously mentioned
approaches, as it is often a key component of any story, written or oral.
Metaphor can be used in sand play therapy and a range of drawing, symbol
work, vignette, and journal writing exercises.
WHERE MT is applicable:
Elementary and secondary school settings.
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WHY MT is effective:
There is evidence that the use of metaphor and imagery promotes change in
individuals by allowing them to explore aspects of their personality and the
inner workings of their mind.
HOW MT has been used:
MT has been used effectively in clinical settings to treat abused children and
those with mental health issues. School counsellors in an Australian school who
used expressive therapies that encompassed MT, including storytelling and
writing, found their students exhibited improved emotional well-being, selfunderstanding, relationships, self-acceptance, confidence, participation in
school, self-control, adaptability and openness, and self-esteem; and reduced
symptoms of anxiety and decreased aggression.

Additional Resources
Research Studies & Reviews
1. McArdle, S., & Byrt, R. (2001). Fiction, poetry and mental health: Expressive and therapeutic
uses of literature. Journal of Psychiatric & Mental Health Nursing, 8, 517–524.
doi:10.1046/j.1351-0126.2001.00428.x
2. Pearson, M. (2003). Guidance officer and counsellor perspectives on using expressive therapies
to support students. Australian Journal of Guidance and Counselling, 13, 205–224. Retrieved
from
https://www.researchgate.net/profile/Mark_Pearson6/publication/228509067_Guidance_Officer_
and_Counsellor_Perspectives_on_Using_Expressive_Therapies_to_Support_Students/links/54a6
3c830cf257a63608db12.pdf.
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This last section is designed to give you some
additional tools that will help you and your students
address anxiety and its challenges.

Books
Burns, M. (2012). Into the dark forest: Therapeutic storytelling.
Winnipeg, MB: Hignell Printing Ltd.
In this book, Burns details 24 myths and fairy tales that he has used in
over 40 years of professional practice in child, adolescent, and family
therapy. He describes in-depth his technique so that professionals who
work with children and youth can use it as an intervention for treating
psychological problems they may encounter.

Hart, R., & Rollins, J. (2011). Therapeutic activities for children and
teens coping with health issues. Hoboken, NJ: John Wiley &
Sons.
Hart and Rollins’ compilation includes evidence-based, age-appropriate
activities designed to promote healthy ways to deal with the stress, worry,
and challenges of illness, including mental health issues. While this book
is intended for mental health professionals, the more than 200 activities
and interventions presented can be adapted for classroom use.
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Perrow, S. (2012). Therapeutic storytelling: 101 healing stories for
children. Stroud, UK: Hawthorn Press.
In this book, Perrow, M.Ed., a storyteller, teacher, trainer, parent
educator, and counsellor, details her method for creating stories that
address problem behaviour and difficult situations. Also included are
over 100 healing stories, categorized by issue, for children aged 3-10
years.

Fox Eades, J. M. (2006). Classroom tales: Using storytelling to build
emotional, social and academic skills across the primary
curriculum. London, UK: Jessica Kingsley Publishers
Fox Eades discusses the idea that telling stories is one of the best tools
for teachers. She describes the social, emotional, and scholastic benefits
that storytelling provides for school-aged children, including examples of
stories that can enrich curricula.

Electronic Sources
McKay, D., & Storch, E. A. (2011). Handbook of child and
adolescent anxiety disorders. New York, NY: Springer.
doi:10.1007/978-1-4419-7784-7
This handbook is designed to provide an up-to-date critical analysis of
the field of child and adolescent anxiety disorders and the perspectives
that have shaped study in this field. It gives an excellent overview of
childhood anxiety disorders, their assessment, and their treatment.

Wilson, R., & Lyons, L. (n.d.) Playing with anxiety: Casey’s guide
for teens and kids. Retrieved from
http://www.playingwithanxiety.com/index.html.
This website provides a free downloadable copy of the e-book for anyone
to access. It is a chapter book written from the perspective of “Casey,” a
14-year-old with anxiety, who endeavours to help kids with their worries.
It is a companion book to Anxious kids, anxious parents: 7 ways to stop
the worry cycle and raise courageous and independent children.
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Laing, S. (2015). Some guidelines for therapeutic story writing.
Retrieved from http://www.creativelivingwithchildren.com/wpcontent/uploads/2014/07/HCT-Some-guidelines-for-therapeuticstory-writing.pdf
Laing provides a basic outline for writing a story for a child or youth
exhibiting difficult behaviour or experiencing a difficult situation. She
offers step-by-step instructions, as well as additional resources.

Curriculum-Related Documents
Ontario Ministry of Education. (2013). Supporting minds: An
educator’s guide to promoting students’ mental health and wellbeing. Retrieved from
http://www.edu.gov.on.ca/eng/document/reports/SupportingMin
ds.pdf
This document is an excellent starting place for teachers looking to
increase their knowledge of mental health issues that affect children and
adolescents. The resource gives good background information on mental
health disorders in general and the role of educators in addressing them.
It describes strategies teachers and school staff can use specific to each
type of disorder.
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CHAPTER FOUR: REFLECTIONS

There is a popular song by Canadian rock band Billy Talent, entitled “Devil on my
shoulder,” which sums up my personal experiences with anxiety in the lyric “I’ve got the
devil on my shoulder, over and over. And I just can’t sink any lower, lower and lower.”
When you have anxiety, you walk around with it constantly on your shoulder, whispering in
your ear words that seem like truth, but, in reality, are often quite the opposite. As I have
learned, anxiety causes distortions in how individuals perceive the world around them.
Anxiety sufferers are hypersensitive, insecure, and participate in self-blame. We feel things
more intensely, but have less awareness of our emotions and less capacity to harness them
before they spiral out of control. We assume the way people treat us, often interpreted as
mistreatment, is due to some defect within our psyche, which tends to be a product of our
misconceptions about how we are treated in the first place. Repeated cyclical patterns of
maladaptive thinking occupy most of our days, weeks, months, and years.
In essence, through this project I have learned a tremendous amount about how
anxiety has shaped the person I am today. Certainly, upon reflection on my case, untreated
anxiety has the potential to change who a person is. However, just like many mental health
disorders that have received increasing attention from experts in both education and mental
health fields, anxiety is treatable and, to a certain extent, preventable, under the right
conditions. It is the “under the right conditions” part that needs improvement, because, as the
evidence suggests, educators and mental health professionals aren’t getting it “right.” They
are most often getting it “wrong.”
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How Are Educators and Mental Health Professionals Getting It “Wrong”?
In recent years, the need for mental health interventions and programs aimed at child
and youth populations has become of paramount concern for education and mental health
professionals. In response to this need, countless mental health interventions, programs, and
resources have been created and implemented in both professions. However, the success of
such efforts in addressing mental health disorders like anxiety has not been promising. In
2011/2012, approximately 21% of children and adolescents aged 12 to 19 years reported that
they had been identified by a health care professional as having anxiety or a related issue, up
from approximately 14% in 2003, indicating that diagnosed anxiety and mood disorder rates
among this population had risen in the previous 10 years (Mental Health Commission of
Canada [MHCC], 2015). In this report, which outlines the picture of mental health in Canada,
the status of anxiety-focused interventions was labelled as potentially concerning because the
rise in diagnosed anxiety and related disorders had occurred despite promotion and
prevention efforts (MHCC, 2015). These efforts had not been successful in either preventing
anxiety diagnoses or reducing symptomology. As such, there are at least three ways whereby
professionals in both the education and mental health fields are getting it “wrong” with
regard to addressing mental health disorders like anxiety among children and adolescents.
First, there is an issue with anxiety identification and treatment. A majority of young
people who have some form of anxiety go untreated, and many fail to be identified in the first
place. Between 50% and 80 % of diagnosed young people do not receive treatment (Cobham,
2012; Merikangas et al., 2009), and there are many more who go undiagnosed or do not seek
help (Colognori et al., 2012; Masia Warner & Fox, 2012). In one study, over half of 1574
adolescents reported social anxiety; of that half, only 48% told someone about their anxiety,
and only 14% reported receiving related services (Colognori et al., 2012). Based on the data,
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it is possible that prevalence rates for childhood and adolescent anxiety and related issues are
in excess of 20%.
A second issue that thwarts the success of mental health initiatives aimed at
preventing or reducing anxiety is the tendency of researchers to focus on clinical settings as
the best locales for addressing mental health. As a result, there has been a plethora of
research conducted with clinical populations in traditional health care settings. However, as
new evidence emerges, traditional models of mental health service delivery do not always
meet the rising needs of children and youth with anxiety disorders. Only about 18% of youth
with anxiety disorders are reached by face-to-face, individualized therapy sessions, which
characterize conventional service delivery models (Cobham, 2012). These methods are often
expensive, which make them less accessible for many anxious youth and their families
(Kazdin & Rabbitt, 2013). Traditional treatment does not have the capacity to reach all of
today’s children and adolescents in need of mental health services.
Finally, even though alternatives to the traditional treatment delivery model such as
the school setting have entered the spotlight as low-cost, wide-reaching options in recent
years, there are deficiencies with school-based approaches as well. They are typically not
standardized across school boards or regions, not integrated, and not evidence-based. As a
result, they are not reaching their potential (Browne et al., 2004; Manion et al., 2012). A
review of the state of school-based mental health and substance abuse initiatives in Canada as
of 2010 found that school boards did not have the adequate infrastructure in place to provide
coordinated, proven strategies aimed at improving mental health (Manion et al., 2012). At the
heart of successful mental health initiatives are teachers who are tasked with implementing
them in their classrooms. A majority of these teachers do not feel adequately prepared or
assisted to support student mental health (Reinke et al., 2011; Short et al., 2009).
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Additionally, research on the effectiveness of anxiety-related initiatives delivered in schools
that are empirically-based is just emerging; existing evidence is limited and inconsistent.
How Could Educators and Mental Health Professionals Get It “Right”?
The good news is that research has shown the detrimental impact of anxiety disorders
can be mitigated and potentially prevented with the implementation of strategies that meet
certain criteria for success. As a result, for each of the ways that educators and mental health
professionals have fallen short of effectively addressing anxiety in the past, there is a means
by which they can get it “right” for the anxious young people with whom they interact.
First, universal, preventative approaches to mental health initiatives have a broader
reach than targetted, reactive approaches. They are therefore effective in both inhibiting
anxiety diagnoses and reducing symptoms. Post-identification treatment may be less
impactful than prevention programs for anxious youth, possibly due to the limited number
who seek help (Masia Warner & Fox, 2010). Programs that focus on early response are more
liable to influence undiagnosed children and youth who are at risk for, or in the early
developmental stages of, disorders like anxiety. Early intervention strategies can also
mitigate potential suffering on the part of anxious children or youth and their families,
bypassing the drain mental health disorders can have on social, academic, economic, and
health care resources.
A second means through which educators and mental health professionals can
achieve success with the mental health initiatives they implement is by focusing on
alternative treatment delivery models, specifically ones that involve school settings. Schoolbased mental health interventions have the capacity to reach a wide range of students who are
experiencing some form of mental health issue such as anxiety. They are low-cost, lowresource options that require minimal time commitment. Even brief interventions that involve
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only one session have been shown to decrease both personal and interpersonal stigma and
increase mental health knowledge among adolescents. School-based programs can enable
early identification of disorders like anxiety, decrease the stigma that is often related to
mental health issues, and foster positive well-being throughout the school environment.
Within the school setting, classroom or school-wide interventions can provide a context for
the development of more targetted programming that can be used to address those children
and adolescents with more severe symptoms.
Finally, teachers and mental health professionals should choose empirically validated,
proven approaches backed by current research to increase the capacity of mental health
interventions that address childhood and adolescent anxiety. Educational and mental health
researchers have spent the last few decades working to determine a “recipe” of what works
for school-based mental health interventions and programs. The “recipe” at which
researchers have arrived from reviewing studies on school-based mental health initiatives
aimed at preventing or reducing disorders like anxiety: (a) incorporates mental health literacy
within school curricula with clear links to academic learning, (b) blends universal and
targetted approaches, (c) is based on current evidence, and (d) is delivered by school staff.
Some concrete examples of methods that follow this “recipe” are the creative writing
approaches described in this project. Bibliotherapy, expressive writing, therapeutic storywriting and -telling, and other creative writing techniques satisfy these conditions in that they
directly link to classroom curriculum and augment academic literacy; can be used on a classwide, group, or individual basis; are based on emergent but sound evidence; and can be
implemented by classroom teachers, mental health personnel, and other school staff. Creative
writing approaches provide an excellent opportunity for the integration of education and
mental health services (Bauer & Balius, 1995). In addition, by implementing creative
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writing-related approaches, teachers can capitalize on what they already know and provide
mental health literacy for disorders like anxiety in a format with which their students are
familiar and comfortable. Thus creative writing approaches that incorporate mental health
literacy are worth exploring further as viable options teachers and mental health professionals
can use to improve the mental health interventions that currently exist.
Final Thoughts
The Master of Education program has been the best educational experience of my
life. During the course of the program, my maturity finally caught up with me. I found that,
for once in my student career, I wanted to attend class, do the reading and assignments, and,
most importantly, hand in work into which I had put an appropriate amount of time and
effort, when it was due. The M.Ed. program also enabled me to blossom as a professional
educator. I have added a new layer of understanding to my teaching practice and pedagogical
knowledge. This knowledge and understanding have already translated to my career, as I find
myself questioning the processes that I follow at work, using my newly honed researching
skills to search for better alternatives, and striving for improvement in terms of the
programming we offer at my school.
The Master of Education program, and more specifically this project, has also given
me a broader context for how important it is that educators address the mental health needs of
their students. First, as someone who suffers from anxiety that was not diagnosed until later
in my adult life, and that didn’t fully manifest itself until recent years, I could have benefitted
enormously from school-based interventions like the ones I have described. To my
knowledge, mental health literacy and the promotion of mental well-being were not
initiatives undertaken by either the elementary or secondary schools I attended.
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Furthermore, I understand in a more in-depth way how necessary mental healthrelated student accommodations and curriculum modifications are in my professional
teaching practice. I work with a vulnerable population of students, many of whom identify as
having multiple mental health concerns. The research I have completed has helped me gain
insight and a greater sense of empathy for the complex situations and often negative
circumstances in which my students have found themselves, and for which mental health
issues like anxiety have most certainly played a role. By truly understanding the purpose and
the potential outcomes of accommodating for the needs of my students who struggle with
mental health issues like anxiety, I am better prepared and able to help them learn in a
meaningful way and maximize their potential in an effort to promote their academic success.
Finally, the context that has the most impact, and for which I am so grateful, is one of
self-awareness. I now understand to a certain extent why I am the way I am. I have been able
to finally understand that my sometimes puzzling proclivities can be explained within the
framework of anxiety, and, more specifically, the cognitive and psychological processes that
characterize anxious individuals. I have been able to separate the problem – anxiety – from
the individual – myself – and thus have made incredible progress towards healing. It is for
the door to mental wellness that this project opened for me that I am the most appreciative, as
it was a completely unexpected, but very welcomed, outcome.
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